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MECKEL’S DIVERTICULUM IN CHILDREN: A CLINICAL 
AND PATHOLOGIC STUDY* 


With a Report of Thirty-Two Cases 
BY HENRY Ww. HUDSON, In., M. b., f AND LEWIS HENRY KOPLIK, M. b. 


* diverticulum is not an uncom- 
mon congenital anomaly, but may give rise 


to several symptom complexes which are inter- 
esting and which, at times, may be perplexing. 
Hemorrhage from the intestinal tract as an im- 
rtant sign in disease of Meckel’s diverticulum 
as not been stressed so much as our observa- 
tions in this series would indicate desirable. 
Thus in the thirty-two cases herein reported 
there were symptoms referable to the diver- 
ticulum in twenty-seven, and of these seventeen 
(63%) showed hemorrhage either with or with- 
out other signs. This paper has for its purpose 
a description of the clinical findings in cases 


FIGURE 1. Diagram illustrating vitello-intestinal duct. 


associated with disease of this structure (taken 
from the records of the Children’s Hospital, 
Bostont), together with an effort at their ex- 
planation on a pathologic basis. 

In the embryo of three weeks, a communica- 
tion between the midgut and yolk sac is a con- 
stant finding. This communication, the vitello- 
intestinal duct, is usually completely detached 
from the yolk sac by the end of the fourth week. 
Fraser* has defined a Meckel’s diverticulum as 
the neck of the yolk sac persisting into post- 
natal life. (See Figure 1.) A diverticulum 
representing this structure was first described 
by J. F. Meckel in 1815°. It arises from the 
ileum at a point representing the junction of 
the superior mesenteric artery and the summit 
of the loop of midgut, which, in the postnatal 
period, is located from eight to forty inches 
above the ileo-cecal valve. 

The structure of the diverticulum is usually 
that of the ileum, from which it takes origin, 


*From the Department of Surgery and Pathology of the Chil- 
dren’s and Infants’ Hospitals, Boston, Massachusetts. 

Two cases are included from the practice of Dr. W. E. Ladd 
and one from that of Dr. C. G. Mixter. 


tHudson— Assistant Surgeon, Children’s Hospital. Koplik— 
Medical House Office, Children’s Hospital. For records and 
addresses of authors see This Week's Issue,” page 866. 


but reference to the pathologic reports brings 
out the fact that its mucosa and musculature 
may be identical with those of the stomach or 
large intestine. Diverticula lined with gas- 
tric mucous membrane have been considered of 
clinical importance as sites of peptic ulcer by 
Kleinschmidt“, Pascale’, and Stulz and Wor- 
inger . There may be an accessory pancreas 
associated with the anomaly when the structure 
is lined with mucosa of the small intestine. 

There are wide variations in size and shape. 
A tiny elevation, a small finger-like sac, or a 
giant diverticulum (3314 inches)“ may be 
found. (See Figure 3.) 

Accompanying the diverticulum the remnant 
of the vitelline artery running in its mesentery, 
which is attached to the ileum, is frequently 
found. This structure is commonly seen as a 
partly canalized fibrous cord. The base of the 
diverticulum is always on the free (anti-mesen- 
teric) edge of the ileum; a mesenteric base 
should lead one to classify the diverticulum as 
of some other origin. Inflammatory adhesions 
may, however, so bury the structure against the 
mesentery that an intramesenteric position is 
simulated. The diverticulum may or may not 
have a mesentery of its own and its distal ex- 
tremity may be free, or may be adherent to 
other structures either directly or by means 
of the cord representing the vitelline artery. 
(See Figure 2.) 

It must be remembered that there are other 
sources of diverticula of the small intestine, 
but these will not be discussed. 

Meckel’s diverticulum is said to be present 
in two per cent of bodies“ *-* 14; consequently 
a considerable literature dealing with the path- 
ologie accidents which may involve this struc- 
ture is available. Thus acute and chronic diver- 
ticulitis, intestinal obstruction, intussusception, 
acute ulcer with hemorrhage or perforation, or 
both, volvulus of the diverticulum with or with- 
out volvulus of the ileum, congenital umbilical 
fistula, prolapse of the diverticulum at the 
umbilicus, and neoplasm have been described. 

A case of chronic diverticulitis in a male, 
aged 10, with concretions in the lumen, has been 
reported by Bettman and Blum’, and other in- 
stances of chronic inflammation have been re- 
ported by Harbin‘, and Pascale". 

Twenty-three cases of peptic ulcer situated in 
Meckel’s diverticulum have been reported by 
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Kleinschmidt“. 
unter 12 years of age. 

Neoplasm is rare in childhood, but Hicks and 
Kadinsky’ reported a carcinoid tumor in a =, 
of twelve and Wiseley™ a case of 
cinoma. 


FIGURE 3. 


Watson" has collected from the literature 147 
cases of herniae containing Meckel’s divertie- 
ulum. 

Halstead“ has made a simple division of ileus 
due to 

A. A free divertieulum which may cause 
obstruction by 

1. knot formation 

*Permission to reproduce these modified versions of illustra- 


tions from Mr. Barrington-Ward's rhe Abdominal Surgery of 
— has been secured from the Oxford Medical Publica - 


Of these, twelve patients were 


2. kinking of intestine 

3. volvulus of diverticulum with volvulus of 
intestine 

4. stenosis of intestine at point of origin of 
diverticulum 

5. invagination inciting intussusception. 


Examples of Meckel’s diverticula. 


B. Adherent diverticulum which may cause 
obstruction by 

1. acting as a band 

2. undergoing volvulus 

3. evaginating, if patent at the umbilicus. 


Some knowledge of the possibilities of these 
various forms of obstruction may 
from a study of Figure 4. 

A matter of practical importance in obstruc- 
tion may be the absence of distention since the 
obstruction is frequently high in the intestinal 
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*FIGURE 2. Diagram of possibilities in Meckel's diverticulum. 
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tract. Thus, in the presence of obstructive signs 
without distention, valuable time should not be 
lost by deferring operation. 

Acute diverticulitis is not infrequent and 
often cannot be differentiated from appendicitis, 


— 


4 
2 


*FIGURE 4. 


b. Initiating int 


ion. 
at Tip of diverticulum adherent to mesentery with narrowing 


d. Knot formation. 

e. Patent at umbilicus. 
nor is it of more than academic importance to 
make the differentiation if the surgeon is prop- 
erly equipped to handle a resection. Harbin* 
has described the technical difficulties of resect- 

*Permission to reproduce 


these modified 
tions from Mr. Barrington-Ward’s ‘The 
Children” has been secured from the Oxford 
tions. 


versions of illustra- 
Surgery 
Medical Publica- 


Examples of intestinal pathology arising from 
presence of Meckel’s diverticulum. 


a. Volvulus of intestine with volvulus of diverticulum. 


ot cases of acute abdomen as suggestive of 


ing the diverticulum. Since the diverticular 
wall is usually thinner than that of the appen- 
dix (and also because of the possible coéxistence 
of acute inflammation and gastric secretion), 
perforation may occur rapidly. 


i 


The association of hemorrhage from the in- 
testinal tract with signs and symptoms of ap- 
pendicitis may lead to a correct preoperative 
diagnosis (Case 25). We wish to emphasize 
again the importance of bleeding per rectum in 


pathology of Meckel’s diverticulum. 
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TABLE I (Continued) 


C. H. No. Age and Sex 
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vomiting, abdominal pain Perforation, 


of seventy-two hours’ duration. verticulum 
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Fever, 
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105139 2-6/⁰12 N. 
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Diverticulum (Me 
el’s) with blood in — 
of intestine. Resection. 


infancy. Seventy-two hours’ di- 


arrhea becoming grossly bloody; 


000. Hgb. 25%. Proctoscoped— 


One prolonged attack of colic in 
abdominal cramps. Rbe. 1,130,- 
large amounts bright red blood. 


Vomiting 20 hours. 


M. Abdominal tenderness 32 hours. 
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TABLE I (Continued) 


C.H.No. Age and Sex 


diverticulum. None. 
Transfu- 


(18) 


in all layers, giving evidence 


1 
ng organization 
serous in location. 


Twenty-eight 
and profuse 
rectum. 

45% 


13/12 F. 


1143882 
(20) 


only which is sub- 


in one area 


much hemorrhage in all the 
blood vessels contain early 
presents the picture of infarction of the 


type. 
There is 
of the 
specimen 
bowel. 


Only two layers compose 
u 0 


right of um- Reduction an 
exami- of diverticulum. 


on rectal 


hours’ intermi 
abdominal pain 


Eighteen 
paroxysmal 


vomiting. Bloody stool. 
mass to 


6/12 M. 
sage-shaped 
bilicus. Blood 
nation. 


118740 
(21) 


intussus- None. 


Meckel’s 


Right inguinal hernia. Forty- leo. ileo colic 


6/12 M. 


119321 
(22) 


t hours’ vomiting and obsti- ception with 
y cu 
e in t nt. 
n 
r mont r. 
from infancy. Re- Resection Meckel's 


eigh 


incidental to an appen 
inflammatory reaction. 


di- 
right-sided verticulum. Appendicec- 


pain. X-ray diagno- tomy. 


d 


current vomiting an 


Constipation 
abdominal 


sis. (See Fig. 6.) 
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ckened by edema. The mucosa of the Meckel’s 


diverticulum was destroyed by infarction, rendering 


ception with intussus- Autopsy showed an area of infarction of the ileum 
cepted Meckel’s divertic- and of the Meckel’s diverticulum which was about 
identification impossible. 


ulum. Reduction. Diver- 50 cm. above the ileo-cecal junction. The mesentery 
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PATHOLOGY portion there was an acute inflammatory process 

Of the thirty-two cases presented, there are which in two cases amounted to actual perfora- 


thologie reports on twenty-three. Of this num- 

r, twelve, or fifty-two per cent, showed gastric 
mucosa. Six of the remaining twelve were lined 
by mucosa of the small intestine, two by that 
of the large intestine, two could not be distin- 
guished, and one had ‘been completely destroyed 
in an inflammatory process. Three of the diver- 


TABLE II 
SuyMary or Tuirty-Two (32) Cases or MECKEL’s 
DIVERTICULUM IN CHILDREN 


| 


17 


‘Obstruction other than intussusception.......... 
Perforating with 
Acute diverticulitis 

Colic only (partial obstruction) 


| to | 


17 
Incidental finding 
At 2 


At laparot 


ticula lined by gastric mucosa also showed a 
muscularis of three layers, similar to that seen 
in the stomach, which was easily differentiated 
from the thinner two layered muscularis of the 
adjoining intestinal portions. 

In one of the cases (28) there was an acces- 
sory pancreas in which no islets of Langerhans 
were seen. (Figure 9.) The same histological 

icture was noted in another diverticulum not 
luded in this series. 

There was a history of bleeding per rectum or 
blood on rectal examination in seventeen of the 
cases, in twelve of which we are able to give 
pathologic reports. Five of these were found at 
operation to show evidences of obstruction due 
to intussusception or other cause, with compati- 
ble histologic pictures (5, 8, 9, 21, 27). In two 
of these cases (5, 27) the diverticulum apparent- 
ly had invaginated into itself, as illustrated in 
Figure 4 B. 

Three cases with bleeding clinically (13, 25, 
31) presented gastric and in mucosa, the 
former showing no reaction but in the intestinal 


tion. These areas of ulceration were very strik- 
ing because of their sharply demarcated mar- 
gins. They are to be differentiated from the so- 
called peptic ulcer, which they resemble in no 
way either grossly or histologically. The process 
represented in these cases is an acute one and 
does not involve the gastric portion of the mu- 
cosa. Except for the above-mentioned cases the 
diverticula lined with gastric mucosa present no 


Two cases which showed blood clinically (16, 
20) but gave no evidence of an obstructive lesion 
at operation presented a histologic picture com- 
patible with intussusception and interference 
with blood supply and it is not improbable that 
these diverticula may have invaginated into 
themselves (see Cases 5 and 8 and Figure 4 b) 
and that the intussusception later had been spon- 
taneously reduced. 

The remaining case (29) of those presenting 
blood per rectum showed pathologically only 
edema, but from the findings at operation evi- 
dently was the starting point of an obstruction. 
(Figure 4 c.) 

Eleven of the diverticula not associated with 
bleeding before operation were also examined 
pathologically. Of these, two (14, 24) were 
proved postmortem to have been the site of in- 
testinal obstruction. Two others (6, 7) showed 
an intense acute inflammatory reaction. The re- 
maining seven were removed as incidental find- 
ings and were essentially negative. 

Several cases are reported below as illustrative 
of the various symptom complexes. 


Diverticulitis. Operation. Abdominal Sinus. 
Ventral Hernia 


Case 6. A white male child of two years and five 
months was admitted to the hospital October 30, 
1919. The history stated that four months before 
entry, he was operated on in a local hospital for = 
appendix abscess but that the appendix was 
ger list” for six weeks. Subsequently he was fairly 
well for a few weeks. Since then he had “spells”, 
coming on once in two weeks, then more frequently, 
and just before admission there had been three in 
two weeks. The “spells” were characterized by 
abdominal pain, distention, and vomiting. The pre- 
vious operative wound had discharged periodically 
and the patient’s mother stated that when the wound 
started to discharge, the abdominal symptoms were 
relieved. No fecal discharge had been recognized, 
but the child was considered constipated, his bowels 
moving only after catharsis or enemata. There had 
been no blood or mucus in the stool. 
The vomitus had consisted of recently ingested food. 
The local physical findings were “medial scar at 
umbilicus with small discharging sinus and thin 
serous discharge. Abdomen not distended, but was 
tympanitic; no — x or tenderness. Healed stab 
wound in right lower quadrant. 
Operation was performed November 18, 1919 and 
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a well-defined sinus tract leading from the abdom- 
inal sinus, just to the left of the umbilicus, to the 
ileum near the ileo-cecal valve was found. The tract 
was about three inches long and had an easily rec- 
ognized serous coat. It was excised, the appendix 
removed, and a small residual abscess drained. His- 
tologic examination of the excised sinus tract showed 
it to be a Meckel’s diverticulum. 

After a moderately severe convalescence he was 
disc from the hospital and followed six months 
in the Out-Patient Department. He was seen in vari- 
ous other departments of the hospital for other unre- 
lated complaints. Finally, in 1926, seven years after 
operation, he was seen because of sharp attacks of 
abdominal pain not associated with nausea or vom- 
iting but with loss of color, and lasting about an 
onal hernia was found, 


hour and a half. An incisi 
operation advised on the basis of partial obstruc- 
tion from adhesions, 
cepted. 


but the treatment was not ac- 


Diverticulum Init iat ing Intussusception 


ase 8. The patient, a boy, was first admitted, was 
12 21. 1919, to > the medical service of the Chil- 
dren’s Hospital because of constant abdominal pain 
of two days’ duration, vomiting and obstipation. He 
was then seven years and four months old and 


Meckel’s diverticulum lined 
of mucosa 
the latter (50 xX) 


FIGURE 6. 
with ileal 
with 


(H&E). 


only fairly developed and nourished. Nothing rela- 
tive to his present condition was noted in the history 
except an attack of indigestion, a year before, which 
was accompanied by vomiting and lasted for two 
days. On admission he was described as “rolling 
about the bed in pain which he localized in the pit 
of his ge Temperature 100°, 
pirations 30. His throat 
small, buried, and covered with whitish specks. The 
abdomen was soft and sunken and there were a few 
masses in the descending colon. There was 
no tenderness. Leucocytes 18,500; no differential 
count recorded. Hemoglobin 70%. Urine negative 
except for acetone. With enemata, rest and a soft 
solid diet he promptly improved and was discharged 
in three days with a diagnosis of tonsillitis and 
acute indigestion. 
The second admission was on June 20, 1922, when 
the patient was ten and a half years old. He had 
seized twenty-four hours before with sudden 
and severe paroxysmal lower abdominal pain with- 
out vomiting or diarrhoea. The pain was so severe 
as to cause him to double up and writhe on the floor. 


S-22-110. Case 8. 
show 


A physician was called and administered a sedative 
which produced relief, but on the morning of ad- 
mission the pain recurred with vomiting. He then 
passed fresh blood and clotted blood by rectum and 
the paroxysms of pain were more frequent and of 
longer duration. 

The important physical findings were slight lower 
abdominal distention and a palpable tumor below 
the umbilicus, lying transversely and ending in the 
right lower quadrant, and on the left ending in- 


on was made and oper- 


dish-brown fluid, and an ileo-cecal intussusception 
initiated by an intussuscepted Meckel’s diverticu- 
lum. The intussusception was reduced and the di- 


discharged home ten days after 
Prolapse of Meckel’s Diverticulum into Omphalocele 


Case 11. A white male infant, four hours old, 

was admitted to the hospital August 24, 1923. He 
presented a mass about the size of an egg protrud- 
ing through the site of the umbilical cord and pre- 
senting a serous surface through which coils of in- 
testine were visible. Operation was undertaken at 
once and a Meckel’s diverticulum resected, the her- 
niated intestine reduced and the defect in the ab- 
dominal wall closed. 

The infant made a gratifying convalescence and 
was discharged on his eighth day of life in order 
that he might be nursed by his mother. 


Meckel’s Diverticulum as a Site of Massive 
Hemorrhage 


Case 20. A white female infant of fifteen mon 
was admitted to the Infants’ Hospital on — 1 6. 
1928, when the mother gave the following history: 
The ‘child was considered well until nine hours before 
admission except that following a normal stool, 
eleven hours before admission, she vomited. Be- 
ginning nine hours before admission she vomited 
water and “white material” a number of times but 
was not considered very ill until two hours before 
admission, when the diaper and shirt were found 
soaked with bright red blood and the infant was 
thought to have labored, deep breathing. A local 
physician referred the patient to the hospital, where 
she was found to be pale, very ill, and showing evi- 
dence of hemorrhage. Dark blood clots were found 
in the rectum. A satisfactory abdominal examina- 
tion was considered negative. Temperature 104.4°, 
pulse 160, respirations 80. Red blood cells 2,600,000, 
hemoglobin 40%. 

A small transfusion and hypodermoclysis of salt 
solution were given at once and the infant trans- 
ferred to the surgical service of the Children’s Hos- 
pital. Operation was undertaken immediately. Under 
ether anesthesia no mass could be palpated, but on 
rectal examination blood was found in the rectum. 
Irrigation of the rectum showed that brighter blood 
kept returning and exploration was undertaken, the 
possibility of Meckel’s diverticulum being consid- 
ered. This mee to be correct and a diverticulum, 
which appeared inflamed, was resected. 

Following operation, the ye temperature sub- 
sided slowly, reaching normal three days after oper- 
ation, coincident with the passage of a soft yellow 
stool. Three days later a second normal stool was 

and from that time on her bowels were nor- 
mal, she took her food well, and her general condition 
improved rapidly. She was discharged home ten 
days after operation with a clean, well-healed 1 
normal stools and taking her food well. She 
was followed four months in the Out-Patient Depart- 
ment and continued to do well. 


— 
definitely. 
A diagnosis of intussuscept iii 
ation performed. There was found free, clear, red- 
verticulum resected. (Figure 5.) 
The child made an uneventful recovery and was 
4 * | | 
> 
A 
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Meckel’s Diverticulum. Presumptive X-ray Diagnosis | cate that incom due to the mesen- 


Case 23. A white male of three years and eleven 
months was admitted to the surgical service of the 
Children’s Hospital on November 15, 1928, complain- 
ing of vomiting and attacks of abdominal pain of four 
weeks’ duration. He had been considered consti- 

from infancy. Four weeks before admission, 
after his usual evening meal, he vomited, forcefully, 
the recently ingested food and green material. Soon 
he complained of pain in his “stomach”, which was 
partially relieved by enema. He spent a restless 
night, but the following day felt quite well. Irregu- 
larly since then (every two to four days) he vom- 
ited and complained of abdominal pain. One week 


FIGURE 6. Preoperative x-ray diagnosis of Meckel's diver- 
ticulum. Barium meal. Diverticulum denoted by arrow. We 
believe this x-ray finding unique. 


before entry a local physician was said to have 
noted tenderness in both “gall bladder and appen- 
dix regions”. In the medical Out-Patient Depart- 
ment, one week before entry, right rectus muscle 
spasm was noted. 

His physical examination on admission was not 
remarkable, but a gastro-intestinal series proved of 
interest. The report was negative except that “both 
at the twenty-four and forty-eight hour examinations 
there was an isolated mass of barium in the right 
lower quadrant, over which there was quite marked 
localized tenderness. This may be in the appendix 
but as it was some distance from the lower end of 
the cecum, we are not sure but that it is a diver- 
ticulum (Meckel’s). Whether appendix or diver- 
ticulum, it is evidently the “seat of trouble”. (Fig- 


ure 6.) 
On November 16, 1928, an exploratory laparotomy 
was performed and a Meckel’s diverticulum about 


5 cm. long and 1.5 cm. in diameter was found and 


resected. The ileum was kinked by the mesentery | diverti 


of the diverticulum. 

This patient made an uneventful convalescence 
and was discharged on his eleventh postoperative 
day. Histologic sections of the diverticulum showed 
ileal mucosa and edema without other evidence of 


the colic and reflex vomiting. 


Meckel’s Diverticulum with Perforated Ulcer. 
Peritonitis, Peri-appendicitis 


Case 25. A white female, aged four years and ten 
months, was admitted to the surgical service of the 
Boston Children’s Hospital at midnight September 
5, 1929. She had been considered well until twenty- 
six hours before admission, when she complained of 


i 


enema was given by a practical nurse, who reported 
the return clear except for about two tablespoonsful 
of “hard blood and pus”. The child was referred 
to the hospital by a local physician. 

On admission the temperature was 100.2° (rectal) 
pulse 136, and respirations 20. The face was flushed 
and the child appeared apprehensive. There was. 
generalized marked abdominal tenderness associat- 
ed — 4 spasm, most marked in the right lower 


regarded as purulent (a culture proved ster- 
A Meckel’s diverticulum the size of a small 
summit a fibrous band ran to the umbilicus. At the 
base of the diverticulum and on its distal side, a 
perforation 0.5 cm. in diameter was noted, through 
which intestinal contents escaped. The appendix, 
which was coated with fibrin, was adherent by its 
tip close to the site of perforation. The appendix 
was removed, the diverticulum resected, and the 
wound closed about a single drain carried down to 
the site of perforation. The child made an excellent 
convalescence and was in good condition 
— with the wound healed, thirteen days after op- 
eration. 


FIGURE 7. 
lining Meckel's 


The pathologic examination (S-29-209) showed a 

culum lined with gastric and ileal mucosa and 
with an acute sharply defined area of ulceration and 
hemorrhage extending through ali layers of the wall 
and situated at the junction of the two types of 
mucosa. Clinically and histologically this is a case 
of perforated ulcer in the diverticulum. The appen- 
dix showed peri-appendicitis and oxyuris vermicu- 


Case 


829-209. 
diverticulum (110 


25. Normal gastric mucosa 
x) (H&E). 


iw 


ery of the diverticulum had been responsil 5 
all food. Three hours before admission a 
| . Operation was performed an hour after admission. 
There was a large amount of free fluid in the perit- 
8 
inflammation. 
Relief of symptoms following operation would indi-|laris infestation. 
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Diverticulitis (Meckel’s). Peri-Diverticulitis. 
Intestinal Obstruction 


Case 29. A white female of nine years and seven 
months was admitted July 7, 1930 to the medical 
service of the Children’s Hospital, and the following 
history obtained. She had been considered well until 
three to four months before admission, when she 
began to have “spells” about once a month, during 
which she complained of lower abdominal pain and 
nausea. Occasionally she vomited. She usually re- 
mained in bed one or two days, but was relieved by 
mineral oil and enemata. e pain was lessened by 
Two months before admission en 
On the 
fourth day blood clots and fresh liquid blood were 
noted in the stools. On one occasion after an enema 
bright red blood was noted. She had a fever as high 
as 102 at this attack. From that time until admis- 
sion she was alternately in bed with pain and up and 
about with a poor appetite. She was thought to have 
lost weight. 

Twenty-four hours before admission there was an 
attack of severe paroxysmal abdominal pain appar- 
ently associated with and aggravated by defecation. 

The physical examination of the child on admis- 

was regarded as negative except for definite 
resistance and tenderness directly to the right of 
the umbilicus. In this region a small mass was felt. 

The child was observed on the medical wards for 
nineteen days. During the first week she ran a 
fever between 99-100° and occasionally complained of 
abdominal pain. During the second week the fever 
varied from 101-104° and at this time pyuria was 
noted. At no time did the stools contain blood. 
Various laboratory determinations, including a gas- 
tro-intestinal series and barium enema, were nega- 
tive. A proctoscopic examination was negative. She 
was seen in consultation and a presumptive diag: 
nosis of Meckel’s diverticulum made. She was 
transferred to the surgical service. 

Operation was performed on July 25, 1931 and a 
Meckel’s diverticulum found about eight inches above 
the ileo-cecal valve. The diverticulum together with 
loops of terminal ileum were in a densely adherent 
mass with the summit of the diverticulum adherent 
to the mesentery of the ileum, and the mesentery of 
the diverticulum partially obstructing the ileum. The 
adhesions were freed, the diverticulum resected and 
an ileostomy performed above the site of the ad- 

nt mass. 

The child made a rapid, uneventful recovery and 
was discharged home thirteen days after operation. 
She has been followed in the Out-Patient Depart- 
ment since discharge and is in good condition and 
relieved of her previous symptoms. 

Histological sections of the diverticulum showed it 
to be lined with gastric mucous membrane but no 
inflammation or ulcer was noted. 


Se ee OF CASES IN WHICH LOSS OF 
Y RECTUM WAS THE 


BLOOD 
OUTSTANDING SIGN 


— 2. 
was admitted three hours after having been found in 
collapse and with a blood-soaked diaper. He vomit- 
ed once and appeared to have abdominal pain. At 
operation a blood-filled Meckel’s diverticulum was 
resected and the intestine below the diverticulum 
was noted to be distended with blood. Subsequent 
to operation several bloody stools were passed but 
made a rapid, uneventful convalescence. No 
histological report. 


Case 12. A six-year-old male was admitted seven- 
teen days after an acute attack of abdominal pain, 
associated with and 1 by bloody 
stools and bloody return from On admis- 
sion he showed extreme pallor. Red blood count 


A white male a year and six months old] sected. 


2,480,000. While under observation the child sud- 
denly developed signs of peritonitis and at operation 
a perforated Meckel’s diverticulum with peritonitis 
was found. The patient did not recover and at au- 
topsy a diffuse peritonitis was revealed. The his- 
tology of the diverticulum is described in the table. 
(See Figure 8.) 


IGURE 8. 


F 8-27-16. Case 13. 
diverticulum lined with 
edge of the ulceration at the junction of the two types of 


Photomicrograph of Meckel’s 
gastric and ileal mucosa showing the 


mucosa. Note the rp demarcation of the process which is 
practically entirely confined to the intestinal mucosa and its 
underlying layers (80 &) (H&E). 

Case 16. A white female child ten years old gave 
a history of one prolonged attack of “colic” in . 
fancy. Seventy-two hours before admission she de- 
veloped diarrhea, the stools became bloody and she 
had cramp-like abdominal pain. On admission the 
red blood count was 1,130,000; hemoglobin 25%. At 
operation a blood-filled Meckel’s diverticulum was re- 
sected and the intestine below was noted as contain- 
ing blood. Her recovery was uneventful. 


Case 18. A female infant a year and one month 
old had ten hours of intermittent colicky pain asso- 
ciated with the passage of large amounts of blood 
by rectum. On admission there was a red blood 
count of 2,250,000 and generalized abdominal ten- 
derness. The abdomen was explored and a Meckel's 
diverticulum found but not removed. Following * 
— the infant did well and was 

e 


Case 20. A female infant a year and three months 
old entered the hospital twenty-eight hours after the 
onset of vomiting followed by profuse loss of blood 
by rectum. Red blood count 2,600,000; hemoglobin 
45%. At operation a Meckel’s diverticulum was re- 
The infant recovered rapidly. 


Case 31. A white male of 5% years was admitted 
because of recurrent paroxysmal pain about the um- 
bilicus of five weeks’ duration, and grossly bloody 
stools of four days’ duration. The abdominal 
had been severe, apt to occur at the time of defeca- 
tion, and usually lasted only a few minutes. On 
several occasions the pain had been accompanied by 
vomiting. On admission he showed pallor and a pal- 
pable mass in the left lower quadrant of the abdo- 
men. blood count 1,620,000; hemoglobin 45%. 
At operation a Meckel’s diverticulum was resected 
and the mass, palpable before operation, was found 


to be the sigmoid distended with blood. The child 
made an uneventful convalescence and on an appro- 
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priate diet his red blood count rose to 4,050,000, fif- 
teen days after operation. Histological examination 
of the diverticulum revealed normal gastric and ileal 
mucosa with inflammation and superficial ulceration. 


FIGURE 9. 8-30-44. Case 28. Meckel's diverticulum lined 
by ileal “= with a 1 diverticulum communicating, 
as shown, with the lumen of the larger one. Just proxima) 
to this outpocketing is an accessory pancreas. 


Case 32. A white female of 55/12 years became ill 
in May 1931 with acute abdominal pain and the pas- 
sage of a large amount of blood by rectum. At a 
local hospital operation was performed and the ap- 
pendix removed. There was said to have been free 
fluid about the appendix. Two weeks after operation 
she was discharged and one month later the symp- 
toms recurred. She returned to the same hospital 
and her symptoms subsided in four days. On Aug- 
ust 3, 1931 she again became ill with severe, colicky 
pain just to the right of the umbilicus, vomiting, and 
the passage of considerable amounts of blood with 
her stools. On admission to the Children’s Hospital 
there was moderate abdominal distention and ten- 


derness to the right of the umbilicus but above and . 


mesial to the appendix scar. A presumptive diag- 


nosis of Meckel’s diverticulum was made and opera- 1 


tion performed. Eighteen inches above the ileocecal 
valve a small, injected diverticulum was found and 
resected. Her convalescence was gratifying and she 
was discharged August 14, 1931 with a clean, well- 
healed wound. She was followed three months in 
the Out-Patient Department and remained well. Ex- 

tion of the diverticulum showed acute inflam- 
mation end a mucosa similar to that of the stomach. 


COMMENT 
Thirty-two cases of Meckel’s diverticulum are 
reported. 


Twenty-six children presented symptoms ref- 
erable to the diverticulum and of these seven- 
teen (63%) showed hemorrhage from the bowel, 
with or without other signs. 

In seven cases hemorrhage was the vutstand- 
ing feature. These are summarized. 

When blood is present in the stool, it may or 
may not be mixed with the stool and may be 
bright red or changed. 

The high percentage (52%) of diverticula 
showing mucosa similar to that of the stomach 
does not necessarily indicate that ulceration is 
the cause of the bleeding. When present in our 
series, ulcers were acute and did not resemble 
the usual peptic ulcer. 

The association of hemorrhage from the intes- 
tine with other acute abdominal symptoms 
of Meckel’s diver- 


Examination of the terminal ileum should be 
performed at laparotomy. 
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AppENDUM. Subsequent to submitting this 3 
for publication one of us (H. W. H., Jr.) has 
ated and resected a Meckel’s diverticulum in — 
additional cases, two presenting gross intestinal 
hemorrhage and the third a diverticulum herniated 
through the umbilicus and partially included in the 
umbilical cord ligature. 
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CANCER OF THE CERVIX IN NULLIPAROUS WOMEN 
Report of Three Cases 
BY LOUIS E. PHANEUF, M. p.“ 


is a known fact that cancer seldom develops 

on a healthy cervix. The precancerous or 
irritative lesions of the cervix are the lacera- 
tions of childbirth and the infections of the en- 
docervix. In the nulliparous woman chronic en- 
docervicitis is a common lesion. Under irrita- 
tion there is proliferation of the cylindrical 

r of Gynecology, Tu 


fts College Medical 
School. For and address of author see “This Week's 
Issue,” page 866. 


epithelium of the endocervix over the squamous 
epithelium of the portio vaginalis, causing the 
so-called red erosion. This proliferation of epi- 
thelium, in the light of our present knowledge, 
must be looked upon as a precancerous condition. 
The healing of this erosion, which, in a large 
measure will prevent the development of cancer, 
may be accomplished by two simple procedures 
that may be carried out in the office—first, by 
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7. 
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ticulum, Ann. Surg. 35:471, 1902. 
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cauterizing the cervix and, secondly, by coning 
the endocervix with the radio knife as recom- 
mended by Hyams. Anesthesia may be readily 
obtained by the surface application of a two 
per cent. solution of nupercaine to the endo- 
cervix and to the portio vaginalis for fifteen to 
twenty minutes. In very severe cases the con- 
ical amputation of Sturmdorf may be resorted 
to. In the present campaign against cancer of 
the cervix, it is recommended that all women 
having had children be examined semiannually 
and that all irritative lesions of the cervix be 
repaired or healed by suitable means. In order 
to make this form of prophylactic treatment still 
more effective, nulliparous women should also be 
subjected to this type of examination. That can- 
cer of the cervix in the woman who has not 
borne children is not uncommon may be shown 
by the fact that during a period of five months, 
November 14, - ond to April 10, 1931 I 
have personally seen three such cases. 


History—Miss F. C., 25 years old, was 

office on November 14, 1930. She stated 
eeding from the vagina for a 
under the care of a physician during 
nce she did not improve, she consulted 
another physician, who immediately sent her to my 


t. e claimed to have had no serious ill- 
in the past. She started to menstruate at 
the age of 14. Up to a year ago her periods had 

days, and had lasted from 


ag 


staining. 

periods but large clots had been passed. She was 
flowing at the time of examination. Her appetite 
was good; her bowels were regular; there were no 
urinary symptoms and no 3 She felt 
weak and had recently had to give up her occupa- 
tion, which consisted of clerical work. 

Physical Examination — The general examination 
revealed a mitral stenosis and regurgitation and 
secondary anemia; otherwise, it was negative. Her 


freely and which filled the vault of the vagina. A 
bimanual examination was not attempted on ac- 
count of the hemorrhage. Fragments of the mass 
readily detached and sent for histologic ex- 
amination. The pathologic report received from 

Leary Laboratory was as follows“ Received 
several fragments of soft yellowish white tissue from 
polypoid tumor of cervix. Microscopic examina- 
tion shows a papillary carcinoma with tumor giant 
cells and fairly frequent mitotic figures. The con- 
nective tissue stems are delicate and atypical, epithe- 
lial cells with acidophilic cytoplasm and large hyper- 
chromatic nuclei. In places the character of the 
cells definitely suggests columnar epithelium. In 
parts of the specimen the papillary character is only 
suggested. Here the cells lie in large alveoli, are 
markedly swollen, vacuolated, presenting a reticu- 
lum in which the nuclei persist and here and there 
occur hyaline granules staining heavily with eosin. 
Diagnosis—Papillary adenocarcinoma of cervix and 


Treatment—The patient entered the Eliot Hospital 


on November 20, 1930. On November 21, 1930, 
under ether anesthesia, she was again examined. A 
carcinomatous mass was found which involved the 
whole circumference of the cervix, from which it 
could not be detached. The mass filled the vagina, 
was friable and bled readily. The neoplasm was 
curetted away as far as possible; it was so friable 
that gentle touch with the curette brought out large 
fragments. It was impossible to find the uterine 
cavity. One hundred milligrams of radium element, 
filtered through one millimeter of brass and one- 
half a millimeter of rubber, was placed directly in 
the crater of the cervix, made by removing the can- 
cerous tissue, and left in for 24 hours, giving a ra- 
dium dose of 2400 milligram hours. 

The convalescence was uneventful and when the 
patient was discharged from the hospital she was 
advised to report for examination at the end of a 
month. This she did not do, but reported about 
three months later, on February 10, 1931, at which 
time the abdomen was normal, the cervix healed 
so that it was possible to see the cervical canal, and 
the uterus was movable. 

On February 26, 1931, she entered the Carney Hos- 
pital and on February 27, 1931 was given a second 
radium treatment. Under gas and oxygen anesthesia 
the cervical canal was gently dilated, fifty milli- 
grams of radium élement was placed in the cervi- 
cal canal and fifty milligrams across the cervix. 
The filtration was one millimeter of brass and one- 
half a millimeter of rubber. The radium was left 
in for 24 hours, giving a radium dose of 2400 milli- 
gram hours and a total dose of 4800 milligram hours. 
Upon her discharge from the hospital she was re 
ferred for deep x-ray therapy. 

She reported to the office on March 30, 1931, stat- 
ing that she had had four x-ray treatments. She 

had gained 7 pounds in weight. The vaginal exam- 
ination revealed that the cervix was completely 
healed and there was no bleeding. The rectal ex- 
amination showed the uterus to be normal in size 
and pulled to the right by a mass in the right 
broad ligament which was larger than the uterus 
itself. The left broad ligament was supple and ap- 
peared to be uninvolved. 

She was next seen on April 29, 1931. She had had 
five x-ray treatments and was to have one more. 
The cervix was healed, the left lateral vaginal vault 
was supple, the right lateral vault contained a non- 
sensitive mass which seemed to be decreasing in 
— She had gained 10 pounds in weight, had no 

bleeding, no vaginal, discharge and felt well. 

On June 5, 1931 she was again seen at the office. 
She had had the sixth and last x-ray treatment. Her 
weight was 119% pounds, a gain of 22% pounds. She 
felt strong and well. The examination showed the 
cervix and vagina completely healed; the uterus 
was movable, the mass in the right broad ligament 
had completely disappeared and the broad and utero- 
sacral ligaments were supple and not tender. 

On July 27, 1931 she weighed 126 pounds; she felt 
well. The cervix was healed and atrophied; there 
was no bleeding. The rectal examination showed an 
atrophied, movable uterus; the broad and utero- 
sacral ligaments were supple; there were no masses 
or areas of tenderness in the pelvis. 

On September 23, 1931 she weighed 132 pounds, a 
gain of 35 pounds since her first visit. The fin 
were the same as on July 27, 1931; she felt well and 
was to resume her work. 

At the time of writing, the disease in this case of 
papillary adenocarcinoma of the cervix and vagina 
had been arrested for a period of one year. 


Case II. 3 C. Q., 34 years old, a nul - 
liparous woman six years, was seen at my 
office on March 16, 1931, in consultation with Dr. 
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office for examination. Her family history was ir- 
4 to 5 days. For the past year she had been 
flowing almost continuously, some days freely, other 
weight was 97 pounds. The gynecological examina- 
tion showed a normal abdomen. Vaginally there 
was noticed a friable sloughing mass which bled 
—BHm 
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George Schwartz. She complained of vaginal bleed- 
ing without pain. 

were unimportant. Her menstruation was estab- 
lished at the age of 14; her periods were usually 
regular, of the 28-day type, lasting from 5 to 7 
days; the flow was considerable, necessitating from 
2 to 3 napkins a day; she had no pain but passed 
clots varying in size. On November 4, 1930 she had 
a period which lasted 7 days and which was moder- 
ate in amount. On December 5, 1930 she started to 
flow, continuing from 3 to 4 days and 3 days in 
January, 1931, while the February period lasted two 
days. Following this, there had been a “pinkish stain 
coming from the vagina”. She was constipated but 
complained of no urinary symptoms. 

Physical Ezramination—The general examination 

abnormal. The gynecological ex- 
amination showed nulliparous external genitals; the 
cervix was hypertrophied, extensively eroded and 
bled on sponging with cotton; the uterus was hyper- 
trophied, movable and in retrocession; the adnexa 
were normal to palpation. The rectal examination 
showed the broad and utero-sacral ligaments to be 
supple and not tender. 

Treatment—The patient entered the Malden Hos- 
pital on March 17, 1931 and on March 18, 1931 she 
was examined under ether anesthesia. It was found 
that a carcinoma involved both cervical lips, but the 
broad 9 seemed to be uninvolved in the 
process. Biopsy specimens were obtained from 
both lips of the cervix. One hundred milligrams 
of radium element was placed in the uterus, fifty 
milligrams in the uterine cavity and fifty milligrams 
across the cervix. The filtration was one millimeter 
of brass and one-half a millimeter of rubber. The 


milligram hours. 
The specimen was examined by Dr. J. Stewart 
Rooney, who submitted the following report—“ 

imen consists of ten pearly gray pieces of tissue 
taken from the cervix. Because of their size they 
are fixed without further sectioning. Sections mi- 
croscopically through the tissue submitted reveal 
the presence of numerous islands and cords of epi- 
thelial cells growing in an irregular manner and with- 
out any characteristic arrangement. The com- 
prising the new growth vary markedly in size, shape 
and staining reaction and frequent mitotic figures 


rapidly growing and prognosis is exceedingly 
=. noma the cervix, type 
0 


A course of deep x-ray 2 
. oy the patient seemed to improv 


— © and a total dose of 7200 milli- 
gram 

In August, 1931, she was examined in the 
pital; e had extended to the broad 
ments and to the contiguous organs so that 


On — — 13, 1931, Dr. Schwartz reported 
the patient is in the terminal 


has controlled by codeine sulphate. 
Case III. History—Mrs. M. C., 28 years old, a 
nulliparous widow, was admitted to the Carney Hos- 


Her family and past histories | vaginal 


months’ duration, and of 
weakness. Her family history was irrelevant. She 
had had an appendectomy performed several years 
previously but otherwise had always been well. Her 
periods started when she was 13 years of age; they 
were regular, every 30 days, lasting from 5 to 6 
days, with severe dysmenorrhea on the first day 
which necessitated her staying in bed. She had 
been married 13 years but had never become preg- 
nant and stated that her husband had died of pneu- 
monia six years previously. She had been well 
until three months previously, when she noticed a 
bloody vaginal discharge which was not foul in 
odor. Her last regular period had occurred on 
March 18, 1931 and the previous period on Febru- 
ary 16, 1931. Her appetite was fair, but she had 
lost six pounds in weight during these three months; 
her bowels were constipa necessitating the use 
of cathartics twice a — but there were no urinary 
disturbances. 

Physical Examination—The general examination 
revealed no abnormalities. The gynecological exam- 
ination showed the following: (Abdominal) There 
was a well-healed McBurney incision; the liver, 
spleen and kidneys were not felt; there were no 
masses but slight tenderness on deep pressure in 
the right lower quadrant. (Vaginal) This demonstrat- 
ed nulliparous external genitals; the cervix was 
covered with a bleeding cauliflower growth, which 
appeared limited to the organ; the uterus was nor- 
mal in size, in second degree retroversion and 
movable, as was the cervix; the adnexa were normal 
to palpation. (Rectal) This showed the broad and 
utero-sacral ligaments supple and not tender. 

Treatment—On April 11, 1931 gas-oxygen ether an- 
esthesia was administered and a biopsy specimen 
was obtained. One hundred milligrams of radium 
element were applied in the uterus in a modified 
Clark applicator, fifty milligrams in the uterine cav- 
ity and the same amount across the cervix. The 
radium was left in for 48 hours, giving a radium 
dose of 4800 milligram hours. The pathologic re- 
port, submitted by Dr. Frank B. Mallory, 
“Squamous cell cancer of the cervix.” 

The patient was seen at my office on May 16, 1931, 
at which time she had had one x-ray treatment 
she was to have another the following week. The 
cervix was healing. The rectal examination showed 
the broad and utero-sacral ligaments to be free from 
the disease. 

On June 30, 1931 the following note was made— 
“The cervix is healed except for a small area the 
size of a dime, which is healing fast. The uterus is 
movable. The rectal examination shows the liga- 
ments to be — She was advised to continue 


On July 28, i901? the oor treatments had been 
completed. The cervix almost healed, 
uterus was movable, the broad ligaments were sup- 
ple and the patient felt well. 

On August 28, 1931 the cervix was completely 
healed, the uterus was movable and thi the broad and 
utero-sacral ligaments were uninvolved. The pa- 
tient’s general health had greatly improved. 

On September 28, 1931 the examination was the 
same as in August. She was enjoying good health. . 
At the time of writing, the disease, in this case 

of squamous cell cancer of the cervix, had been ar- 


pital on April 10, 1931. She complained of a bloody 
discharge of three 


_| the x-ray treatm 


SUMMARY AND COMMENT 


Three cases of cancer of the cervix in nullip- 
arous women are reported. These patients 
were seen during an interval of five months. 
Their ages were 25 years, 28 years and 34 
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can be seen. Histologically this new growth is quite 
Malden Hospital and was found to have considerable 
sloughing of the cervix with a bloody discharge 
Under gas-oxygen anesthesia the cervix was cleaned 
and fifty milligrams of radium element, filtered 
through one millimeter of brass and a half a milli- 
meter of rubber, was introduced in the cervix and 
left in for 48 hours, giving an additional dose of 
uterus was as in a frozen pelvis. The general con- 
she has lost 60 pounds in weight, is in bed most of ee 
the time, has difficulty with eating, is constipated 
—— 
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respectively. One of them was single, 
another married and the third a widow. In two 
the disease is arrested, although it is too early 
to say what the future holds for them. In the 
third, the condition progressed despite treatment 


and the patient is now in the last stages of the 
disease. Semiannual examinations and prophy- 
lactic treatment of the precancerous lesion might 
have prevented the appearance of an extensive 
cancer of the cervix in these women. 


BILIARY DRAINAGE AS A DIAGNOSTIC AGENT 
BY 8. ALLEN WILKINSON, M.D.t 


HORTLY after its introduction, biliary drain- 
age was taken up with great enthusiasm, 

much of which was premature. It was soon 
found that, as a therapeutic agent, it had its 
limitations. As time passed these limitations 
increased until it is now felt by many that thera- 
peutically it has but little value in the treat- 
ment of gall tract diseases. That this is not 
a universal view, however, is evidenced by the 
number of articles being published in current 
periodicals advocating its use preoperatively, 
postoperatively, and in lieu of any operative 
procedure. 

In our experience, there is an occasional pa- 
tient who will experience such relief from symp- 
toms following a drainage that he will return 
voluntarily for more. While this may be large- 
ly a psychic relief, nevertheless in these occa- 
sional cases it is a real relief. 

Many who adopted the procedure soon after 
its introduction came to the conclusion that it 
was worthless; some because of the technical 
difficulties and some because of the failure to 
verify at operation their preoperative diagnoses. 
While it is granted that the proper technic of 
biliary drainage is time-consuming, and that it 
is often difficult to get the codperation of pa- 
tients and that the results are seemingly unre- 
liable in many cases, yet we feel that it has a 
very valuable place as a diagnostic agent. Prop- 
erly carried out it need not be too much of a 
burden on a busy physician’s time. The inter- 
pretation of results should lie solely with the 
physician himself, not to be considered as a 
thing apart, but as a further and valuable diag- 
nostic aid when correlated with the other lab- 
oratory and clinical findings. 

Before attempting to do biliary drainages, it 
is obviously necessary to determine when they 
should be done. A great many cases have been 
drained unnecessarily, and a great many more 
have had operations which might have been 
spared them if this test had been done. Biliary 
drainage should be reserved for cases in which 
other tests are inconclusive or unavailable. 
Where the history and symptoms suggest biliary | ' 
tract disease, but the choleeystographie roentgen 
study is indefinite or fails to visualize, biliary 
Department of the Lahey 

tWilkinson—Member, Department of Gast 


roenterology, Lahey 
Clinic. For record and address of author see “This Week's 
Issue. page 866. 


drainage will usually solve the problem. If, 
for financial reasons, or because of location, the 
roentgen ray cannot be used, drainage will come 
to the rescue, having in its favor the fact that 
it can be done in the patient’s home or in the 
office. In many cases an apparently normal 
gall bladder may be visualized by the Graham 
test, but the symptoms point strongly to gall 
bladder disease. In other cases the gall blad- 
der may have been removed and the question 
of common duct stone or obstruction to the duct 
may be raised. Here, again, drainage often 
helps. In cases of jaundice, where cholecysto- 
graphic studies are not advisable, drainage will 
answer the question as to whether the obstruc- 
tion is complete or partial and give some in- 
dication as to whether the jaundice is obstruc- 
tive or hemolytic. 

Contraindications to the test are not absolute, 
but relative. There is no point in submitting a 
patient to the procedure if gall stones are defi- 
nitely visualized by roentgen ray. Continuous 
vomiting, obstinate coughing, gastric retention, 
gastric or duodenal hemorrhage and cardiac de- 
compensation will present features which make 
it inadvisable. On the other hand, it is an es- 
sentially harmless procedure, and we have never 
seen any untoward results from its use when 
properly done. 

A brief description of the technic of biliary 
drainage may not be out of place, although it 
has been described many times“. It is best done 
in the morning, the patient coming in without 
breakfast or water. The tube is swallowed to 
the stomach mark (the second mark on a Reh- 
fuss tube), and the fasting stomach contents 
aspirated and saved. Through a burette or fun- 
nel 250 c.c. of warm water or saline solution is 
run into the stomach and allowed to siphon out. 
The patient is placed on his right side and in- 
structed to swallow the tube to the third mark, 
taking 20 to 25 minutes to do this. In most cases, 
by the end of 30 minutes, the tip passes into 
the duodenum. If the siphonage has not been 
lost by raising the end of the tube and allow- 
ing air to enter it, the bile-stained duodenal 
contents will flow into the drainage bottle 
which should be below the level of the patient. 
If air is in the tube, suction with a syringe 
will show whether or not the tube has entered 
the duodenum. If in doubt, have the patient 
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drink half a glass of water with the tube in 
place. If it can be aspirated immediately the 
tube is in the stomach. 

When convinced that the tip of the tube is in 
the duodenum, introduce through the tube by 
gravity three ounces of a 10% to 15% solution 
of warm magnesium sulphate and allow to si- 
phon out immediately. 

The return from the stimulation usually con- 
sists of several layers, the lowermost being clear, 
the next being light yellow, the next dark brown 
or mahogany, and the last a deeper yellow. The 
three colored layers are termed ‘‘A’’, B' and 
„C“ bile from below upward, supposedly rep- 
resenting common duct bile, gall bladder bile 
and hepatic bile respectively. When the bile 
ceases to flow, or when the ‘‘C’’ bile is flowing 
only a drop at a time, a second stimulation by 
magnesium sulphate should be introduced using 
the same amount as before. There will be a 
second return, similar to and in only slightly 
less quantity than at first. It is usually desir- 
able to have two and often three stimulations. 
The whole test takes about two hours, but re- 
quires the attention of the physician for only 
a part of this time. On concluding the drain- 
age it is desirable but not necessary to intro- 
duce through the tube 250 c.c. of warm normal 
saline solution to wash down the remaining 
magnesium sulphate and stop the stimulation 
to the flow of bile. This should not be siphoned 


out. 

To evaluate the test, the bile must be examined 
grossly for the quantity of various fractions, 
the presence of blood, food remains, excessive 
mucus, and the number and type of flakes in 
it. These flakes should be examined microscop- 
ically, and it is upon this that the diagnosis 
depends in many cases. If calcium bilirubin 
pigment and cholesterin crystals are found, one 
is amply justified in making a diagnosis of 
stones“ . If one but not the other is present, 
stones are probable but may be absent. Clumps 
of bile-stained pus or bacteria point to gall tract 
infection. Masses of exfoliated tall columnar 
epithelium which are bile-stained indicate dis- 
ease of the biliary tract but are not pathog- 
nomonie of any specific type or location. 

Failure to drain any ‘‘B’’ fraction indicates 
lack of function of the gall bladder. This fail- 
ure to function may, of course, be due to a 
variety of causes. Failure to drain any bile, 
if one is certain the tube is in the duodenum, 
in the presence of jaundice indicates common 
duct obstruction. 

Other points of diagnostic value which are 
encountered in the course of drainages are 


ankylostoma — giardia 
motile form, and larvae of strongyloides intes- 


tinalis, and mild hemorrhage in the duodenum. 

In conclusion there are two or three things 
to be stressed: first, that with the exception of 
the finding of calcium bilirubin pigment and 
cholesterin e in combination, there is no 
characteristic picture of the various manifesta- 
tions of biliary tract disease; secondly, that a 
great many things of value can be learned from 
drainage if taken as a part of the whole diag- 
nostic frame work; thirdly, that one drainage 
is sometimes misleading, and it is better to re- 
peat than to rely on it if it is indefinite or ap- 
parently negative in the face of obvious biliary 
symptoms. A few case reports from our records 
will illustrate some of the points mentioned 
above: 


No. 18834, aged 58, female. A cholecystectomy for 
stones was done in 1927. Attacks of severe pain 
recurred in 1928 and continued until 1930, when 
jaundice developed. A biliary drainage showed cal- 
cium bilirubin pigment and cholesterin crystals. A 
diagnosis of common duct stone was made and con- 
firmed at operation. 


No. 18833, aged 68, male. He had had attacks of 
pain, one with jaundice, for four months. A Gra- 
ham test with oral dye showed a questionable gall 
bladder shadow. Gastro-intestinal x-rays showed 
nothing remarkable. Biliary drainage showed no 
evidence of gall bladder function. A diagnosis of 
probable cholelithiasis with cystic duct obstruction 
was proved at operation. There was a stone in the 
cystic duct. 


No. 18766, aged 53, female. She gave a history of 
acute pain in the right upper quadrant of four days’ 
duration, with radiation to the back and right 
scapula. The x-ray after gall bladder dye showed 
a mottled shadow suggestive of stones. Biliary 
drainage gave no evidence of gall tract disease 
and showed normal gall bladder function. On dietary 
management the patient became perfectly well. 


No. 20919, 53, female. Her history was that of 
mild pain and distress in the right upper quadrant. 
Study revealed a diaphragmatic hernia and a ques- 
tionable defect in the duodenum. The Graham test 
was inconclusive but showed a definite gall blad- 
der shadow. Bile drainage revealed calcium bilirubin 
pigment and cholesterin crystals, found in the gall 
bladder bile. At operation a gall bladder filled with 
small stones was removed. 


No. 20325, aged 46, male. Two years ago he had 
painless jaundice lasting eight weeks. Seven weeks 
ago painless jaundice developed again. Physical ex- 
amination disclosed a large liver and tenderness 
over the gall bladder. Roentgen studies showed a 
normal stomach, a wide sweep of the duodenum, 
and a dense liver. On two occasions drain- 
age failed to obtain any bile but blood was drained 
from the duodenum. The diagnosis was 
carcinoma of the head of the pancreas. Operation 
was 
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would almost seem that the remark that this 

is a mechanistic age is justified when one re- 

views the literature, and in no one field is the 

output of papers greater than in the field of 

light therapy. The roentgen ray, the ultraviolet 

light and the Grenz ray are all abundantly rep- 
resented in the literature of the year. 


IRRADIATION 
1. Radiosensitivity 

The precise measurement of the dose of the 
roentgen ray by various devices is now the ac- 
cepted practice of all operators. Not yet entirely 
satisfied with the means at hand, investigators 
in various parts of the world continue to search 
for methods which will make control of the 
dose even more accurate. 

It is a matter of common knowledge among 
roentgenologists that if two persons are given 
the same dose under apparently similar condi- 
tions they may not react in exactly the same 
manner. L. Turano' has studied this problem. 
He writes that an examination of the capillaries 
will yield helpful information inasmuch as the 
macroscopic changes in the skin are preceded by 
changes in the capillaries. This fact, he says, 
furnishes a guide to the radiosensitivity of the 
part and hence also a guide to the control of 
treatment. His observations have led him to the 
belief that the capillaries have an autonomic 
nervous system and that the alternating waves of 
constriction and dilatation of the capillaries seen 
in roentgen ray erythema are due to disturb- 
ances of this system. Hence it follows that the 
degree of disturbance is a measure of the degree 
of radiosensitivity. 

Turano’s observations would have a part to 
play in the interpretation of the effect of ultra- 
violet irradiations given in conjunction with 
roentgen ray exposures. Pohle and Wright? 
studied this conjunction. They concluded that 
ultraviolet irradiation increases, at least tem- 
porarily, the effects of the roentgen ray upon 
the skin. Hence they advise against the use of 
the ultraviolet ray to counteract the effect of 
the roentgen ray, as has sometimes been advo- 
cated. Moreover, they conclude, the ultraviolet 
ray does not hasten the healing of the roentgen 
ray ulcer if given in the early, acute stages of 
the ulceration. 


2. Indirect Roentgen Therapy 


Surgery has already turned to sympathectomy 
for the relief of various vasomotor diseases. Der- 
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matology continues its work along parallel lines 
in its study of the effects of the roentgenization 
of the sympathetic spinal ganglia. In our last 
Progress we reviewed several articles on the 
surgical treatment of scleroderma by sympa- 
theectomy. Now a report has come to hand of 
the treatment of the same disease by x-ray ir- 
radiation of the spinal ganglia. Zuppa“ has re- 
ported five cases so treated. Using a spark of 
35 em. and filtering the ray through 0.5 mm. of 
zine and 2 mm. of aluminum he gave a one-third 
erythema dose over the appropriate spinal gang- 
lia every seven or eight weeks. Some cases 
were cured, some were only improved but in ev- 
ery instance the effect of the irradiation was 
noticeable in some degree. 

Chantriot® reports a case of palmo-plantar, 
non-familial keratoderma treated by irradiation 
of the sympathetic nervous system. No filtra- 
tion was used. The regions chosen for exposure 
were the axillae and the groins which were ex- 
posed every two weeks. The final result was a 
complete disappearance of the keratoderma. 
From this result Chantroit draws the conclusion 
that certain forms of keratoderma have a con- 
nection with the sympathetic nervous system. 

On this same hypothesis, Gouin and Bien- 
venue“ employed irradiation of the sympathetic 
in the treatment of pruritus vulvae, selecting, 
however, such cases as were obviously not of ex- 
ternal origin. They found that the cases which 
were most responsive to this method of treatment 
were those which were associated with menstrual 
or other utero-ovarian disturbances. 

Speierer’ offers a variation of this method of 
the indirect use of roentgen rays. He reports a 
series of fifty cases of psoriasis which he has 
treated by means of exposure of the thymus to 
the effects of the ray. He employed Brock’s 
technic by which adults were given a one-half 
dose of rays filtered through a 3 mm. of alu- 
minum and children were given from one-quarter 
to one-third an erythema dose. Not a single case 
was permanently cured. A few relapsed within 
a year. He reports that the young were more 
affected by the treatment than the aged. Speierer 
believes, as a result of his experience, that the 
theory that to affect psoriasis favorably the dos- 
age must be large enough to stimulate the 
thymus is erroneous. 


3. Roentgen Ray—Direct Therapy 


In contrast to the method of indirect applica- 
tion is the more usual method whereby the ray is 
applied directly to the lesion. This has now 


ree-| been used so many years that a great fund of 


information has been collected concerning it. 
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Galewsky and Linser*, analyzing the situation, 
issue a warning to the effect that whenever the 
roentgen ray is used care must be taken to use 
no more than the minimal effective dose. In 
other words, the dose must never be a matter of 
casual guesswork but a matter of close, careful 
calculation. 

Once it was t that the roentgen ray was 
useless in acute inflammatory diseases of infec- 
tious origin if, indeed, not actually contraindi- 
cated. Now, however, medical opinion has 
changed. Carbuncles, boils, abscesses, acute ade- 
nitis, onychia, paronychia and even erysipelas 
are now often treated by the roentgen ray. Des- 
jardins® has just published an article on the sub- 
ject describing his technic and explaining his 
theory of the action of the rays upon the dis- 
eased tissues. He has found that he can accom- 
plish the desired effect with one or two small 
doses, one-third to one-half an erythema dose, if 
he exposes not only the actually diseased tissue 
but also a zone of healthy tissue immediately sur- 
rounding it. The best effect, he finds, is obtained 
if the rays are used after infiltration has set in. 
The reason why the effect is better is, he ex-| ei 

plains, because the infiltration is composed of 
leucocytes and lymphocytes containing a certain 

rotective substance which is capable of destroy- 
— or neutralizing bacterial and other noxious 
produets eausing inflammation. The rays break 
up the leucocytes and lymphocytes and liberate 
their protective substances, thus intensifying 
their action by making them more available and 
therefore more efficient. Indeed, the rate at 
which the inflammation subsides is a measure of 
the rate at which the roentgen rays liberate these 
protective substances. 

Jamieson and Hernaman-Johnson“ are 
ly enthusiastic. They report that by means of 
small doses of roentgen ray they have caused the 
temperature of — 5 to le by crisis with- 
in twelve hours. 

Light and Sosman™ treated fifty cases of car- 
buncle with one-third to one-half erythema doses, 
filtered. Seventy-five per cent of the lesions of 
less than 5 em. were benefited, especially as re- 
gards the relief from pain. The explanation lies, 
they think, in the fact that irradiation hastens 
the necrotic stage. Like Desjardins, the ob- 
tained their best results after induration had 
been accomplished. 

Chompret and Dechaume”™ report a case of 
primary actinomycosis of the submaxillary gland 
treated for two months by roentgenotherapy. 

We have seen that Speierer’ reported that he 
could not permanently cure psoriasis by means 
of irradiation of the thymus. Hoede“ is even 
less enthusiastic about direct irradiation. He 
states flatly that the roentgen ray will not cure 
psoriasis. Furthermore, he says that it is dan- 
gerous to continue it over too long a period. Not 


more than a total of one erythema dose per area 
per year should ever be given. 

Sisk'* writes that plantar warts can be cured 
with two exposures to the roentgen ray. More 
are rarely needed. He reports 53 cases suc- 
cessfully treated in many of which electrodesic- 
cation and surgery had failed. 

Kilbane““ reports 53 cases of keloid treated 
with filtered roentgen ray. His results were ex- 
cellent in 33, good in 11, poor in 6, four of these 
because of insufficient treatment. There were 
no untoward results nor sequelae. 

Eller and Fon“ have published a long de- 
tailed article on the treatment of skin cancers 
by irradiation. They advise first that, before 
beginning treatment with either the roentgen 
ray or with radium, the physician should de- 
termine the radiosensitivity of the subject. An 
estimate of the malignancy of the growth is also 
advisable. 

For the treatment of basal cell epithelioma 


dium. If, however, the 

cartilage, they recommend that it should first 

be removed by the high frequency knife or by 
electrocoagulation before irradiation. 

Early prickle cell epithelioma is, they think, 
best treated by surgical ablation or by electro- 
coagulation although radiation may be used and 
is usually effective. 

Lesions of the lip are best treated by electro- 
coagulation followed by radium to the growth 
and by the roentgen ray to the lymph drainage 
areas. 


They find that the transitional cell epidermoid 
carcinoma which usually occurs at the base of 
the tongue yields readily to irradiation. 

For melanomata they recommend a preopera- 


are equal - tive irradiation to be “Followed by a wide resec- 


tion with the high frequency knife. 

Primary sarcomas of the skin show the best 
results when treated by a combination of sur- 
gery and radiotherapy. 

Evans and Leucutia‘’ have made quite a study 
of the treatment of the melanotie tumors of the 
skin. Their conclusion is that hypermassive 
doses of the roentgen ray furnish the best 
m 

They divide the melanotie tumors into two 
groups, one composed of the pigmented moles, 
the other of the true melanomata. The first is 
essentially benign unless changed by adventi- 
tious circumstances. The second is potentially, 
if not actually, malignant. 

The pigmented mole, they state, is harmless, 
but if irritated may be made active, may in- 
crease in size and may grow deeper in color. 
If the irritation is removed , these changes 
may regress spontaneously, but if the irritation 
is continued, a malignant degeneration ensues. 
They assert, also, that surgical excision of a 
melanosarcoma is not only useless but is actually 
to be avoided. 
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For this reason they do not look with favor 
upon such traumatizing treatment as the electric 
galvano-cautery, fulguration, refrigeration, elec- 

tion and the like. Such measures, 
they see may convert a harmless mole into 
a malignant growth. In the discussion, which 
followed the presentation of their paper, 
Pfahler disagreed with the writers. He said 
that he had removed thousands of pigmented 
moles and melanosarcomas by means of electro- 
coagulation excision with no sign of a return. 

In spite of every present-day precaution ex- 
ercised, ill results do occasionally arise from 
‘the use of the roentgen ray. Fuhs and Kon- 
rade found records of 33 such instances among 
9293 cases studied. As will be seen by the lists 
most of the accidents occurred in cases of com- 
paratively insignificant disease. There were two 
recorded accidents in acne vulgaris, one in con- 
dyloma acuminatum, three in chronic eczema, 
one in eczema seborrhoicum capitis, eight in 
epilation for tinea, one in erythema induratum, 
two in hypertrichosis, one in keratosis, three in 
lupus three in psoriasis (com 
Hoede above), three in scrofuloderma, three in 
tuberculosis verrucosa, one in verrucae plantaris. 

As a result of their studies Fuhs and Konrad 
refuse to epilate children under 4 years of age, 
treat eczema with very conservative doses and 
treat psoriasis with the roentgen ray only when 
all other therapeutic procedures have failed. 

Uhlmann“ reports three cases of ulcerative 
radiodermatitis in which healing and a relief 
from pain were accomplished by very small 
amounts of radium emanation (radon) 


The Grenz Ray 

Reports concerning the Grenz ray continue 

to appear in the literature. The early excite- 

ment, however, seems to have disappeared and 
to have been replaced by a feeling that the ray 
should be studied until it is thoroughly under- 
stood in order that we may, in like measure, 
know its capabilities. There seems to be no feel- 
ing that it will ever be a great therapeutic agent. 

Baer“ reports a case of granuloma inguinale 
in a patient with healed tuberculosis in which 
he succeeded in removing the skin lesions by 
means of the Grenz ray. 

Spiethoff** reports excellent results in the 
treatment of lupus vulgaris by means of large 
doses of the Grenz ray. 

Dorne and White“ obtained mixed results 
in the treatment of superficial mycotic infec- 
tions. In all, thirty cases were studied. Such 
cases as furnished definite evidence of monilia 
or other yeast-like fungi did well. All others 
were failures. 

Bürkmann“ reports an unpleasant experience 
with these long wave rays. He gave a patient 


lowed which may well end in permanent dis- exposed 


figurement’’. Biirkmann warns that even the 
Grenz ray may not safely be regarded as alto- 
gether harmless. 

Blumenthal and Böhmer“ believe that the 
Grenz ray is unreliable. Even though the dose 
is carefully measured by ionization a severe 
erythema may result. Moreover, they say, the 
long wave roentgen ray (Grenz ray) has not 
demonstrated its superiority over the wave 
length ordinarily employed. In fact, the re- 
sults obtained with the Grenz ray do not differ 
materially from those obtained with the ultra- 
violet ray 

Wood ae MacKee* also feel that the Grenz 
ray has a very limited field of usefulness. They 
believe that nothing has been shown to indi- 
cate that what the Grenz ray has done could 


not have been done as well, or even better, by 
the roentgen ray or by the Beta rays of ra 
um 

Cramer and Fechner“ have reported the re- 


sults of their examination and 0 the clinical 
phenomena resulting under treatment with the 


pare] visible cold red light. It was their object to 


discover if a clinically effective cold red light 
produced immunobiologic changes in the skin. 


see that the light in any way affeeted or altered 
the epinephrin or histamin reactions or that the 
red light in any way inhibited the erythema 
effect of the ultraviolet light. Hence they drew 
the conclusion that the red light exerted its ef- 
fects solely in the depths and not in the skin. 
5. The Ultraviolet Light 

It is proper to place here, in association with 
Cramer and Fechner’s immunobiologie studies 
of the cold red light, Woringer s studies on the 
action of sunlight on the immunization function 
of the skin. To secure the necessary data Wor- 
inger used cases of such infections as measles, 
chickenpox and vaccination. 

At the outset of his paper, he lays down the 
postulate that sunlight exercises two functions, 
one of which he names dermophylaxis and the 
other dermoantergy. The two are are opposites. 
Dermophylaxis denotes a non-specific immunity 
effect: and dermoantergy a specific immunity ef- 
fect. Sunlight has the property of increasing 
the non-specific function (dermophylaxis) while 
a lack of sunlight decreases it. On this hypoth- 
esis, Woringer builds up a theory to explain 
the more or less seasonal incidence of certain 
infectious diseases of the skin. 

Dermophylaxis is affected not alone sun- 
light but also by certain internal conditions. 
For example, it is — 2 by puberty, preg- 
nancy and confinement, J. 
the liver and nutrition by vitamin 
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respectively, 
The other half of the body 
the rays by a black cloth. He found that the 
rash of measles was earlier by a period up to two 
days on the unprotected side, was more intense 
and disappeared sooner. So in chicken pox, the 
was earlier and more profuse on the un- 
protected side. In vaccination both arms were 
inoculated. Then one arm was exposed to the 
rays and the other protected. The _ de- 
veloped earlier and was larger on the exposed 
arm than on the protected. 

From these facts the conclusion was drawn 
that light accelerates the production of anti- 
bodies and increases specific immunization 
function (Dermoantergy). 

In view of the widespread, uncontrolled use 
of ultraviolet lamps in the home and the club 
dermatologists have been speculating for some 
time as to what the future held. They are al- 
ready familiar with the effect of sunlight in 
producing cutaneous cancer. They will find 
further food for thought in Putschar and 
Holtz’s** report on the production of skin can- 
cer by prolonged ultraviolet irradiation. 

They selected for their experiments six rats 
chosen from a strain in ten thousand of which 
there had never been a single spontaneous skin 
tumor. They found that by prolonged irradia- 
tion of the ears of these six selected rats they 
could produce cancer without the use of chemi- 
eal irritants, which is the usual laboratory 
method of producing cancer in rats. Every one 
of the animals reacted positively. The earliest 
growth came after twenty-seven weeks of irradi- 
ation. The last developed in thirty-seven weeks. 

The writers believe that a close histologic rela- 
tionship exists between these cancers developed 
in rats by ultraviolet irradiation and the can- 
cers which are caused by sunlight in man. In 
fact, they go so far as to say that their experi- 
ments prove the etiologic réle of ultraviolet light 
in the development of cutaneous cancer in man. 

Winterstein’s*®® observations seem to point to 
the fact that while the ultraviolet ray will de- 
stroy bacteria, to be effective the dose must be 
large. In cultures, if the cultures were less 
than six hours old, the destruction of bacteria 
was comparatively easy. If, however, the cul- 
ture was more than six hours old, the effective 
dose must be so large as to be capable of caus- 
ing a severe burn. On the normal skin the rays 
killed large numbers of bacteria but in wounds 
a clinical dose was quite ineffectual. Pneu- 
mococci and streptococci in pus were not affected 

bacteria 


nor were wound sutures nor the within 
the threads. 
Cornbleet and Mon had a similar ex- 


perience. They found that exposures to the 
ultraviolet 38 imparted nothing to the skin 
which would give it increased self-sterilizing 


power. This contrasts with Woringer’s observa- 


tion (see above) who found that exposure to 


light increases the skin’s defensive mechanism. 

Goekerman"™ writing upon the treatment of 
psoriasis advocates the combined use of an oint- 
ment containing crude coal tar and of the roent- 


main on the patches for twenty-four hours. 
This is followed by the roentgen ray in such 
doses as to produce tanning. By this combined 
method he that ho eon dese @ mid 
in two or three weeks and severe cases in three 


securing at least a temporary 
the eruption. 


Although the literature continues to 
many papers on gold therapy a change 
tude is noticeable. Whereas former! 
most the fashion to refer to gold 
in lupus erythematosus and its kin 
word specific has lost its vogue. More 
too, is taken of its dangers. 

Monash and Traub“ reflect these 
their report of their attempt 
therapy. They sought a method 
tion which 
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* noted at the outset that, if there were 
several lesions in a given case and there was 
any improvement during the course of treat- 
ment, it was always the lesions which had been 
injected which improved. The non-injected le- 
sions showed no change whatever. 

After experiment, they settled upon a one 
per cent solution of gold and sodium thiosul- 
phate as the most suitable preparation for in- 
jection. In this concentration the drug causes 
some pain when injected intradermally but 
neither necrosis nor pigmentation. The pain is 
easily avoided by adding 0.25 per cent procaine 
hydrochloride to the solution. The dosage rec- 
ommended was one intradermal injection of 10 
to 25 mg. of the gold salt given once a week. 

It may be that Monash and Traub have dis- 
covered a method which will eliminate such ac- 
cidents as that which befell J. R. Driver and 
J. N. Weller“. Their patient was given two 
doses of gold and sodium thiosulphate of 25 
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had been exposed to measles and chicken pox, | 
gen ray. The results, he says, are as good as 
can be expected from any other form of treat- 
ment. The coal tar ointment is allowed to re- 
or four weeks. The treatment, however, can- 
not be regarded as a cure. Nevertheless, it has 
succeeded, when other measures have failed, in 
| 
GOLD THERAPY 
resent 
t atti- 
al- 
Dee 
y the 
note, 
zes in 
y the 
more 
efficient and less hazardous than the old method. 
They based their research upon the postulate 
that if the efficiency of a gold compound is de- 
pendent upon its ability to act upon disease in 
situ then an injection directly into the seat 
of the disease should prove more efficient than 
an intravenous injection. Therefore they tried 
out the method of direct injection into the le- 
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mg., respectivel 
days apart. She developed 1 a generalized 
erytliema, prostration, hemorrhage from the 
vagina, jaundice, a total loss of hearing and 
finally died. 

The authors believe that the immediate cause 
of death was an acute yellow atrophy which de- 
veloped because of an idiosyncrasy to gold. 

r reports the case of a patient who 

developed symptoms of shock after the first in- 
jection of gold salt. He repeated the injection 
on two subsequent occasions with the same re- 
sult after each injection. 

Lortat-Jacob and Jaime“ report a case of 
2 erythematosus with pulmonary tubereulo- 

sis treated by gold injection for one year. 
Pruritus developed with a following erythro- 
derma one month after the last injection. The 
symptoms passed in about a week. 

Caussade and Drouet** report a case of ex- 
foliative dermatitis after four doses of gold and 
sodium thiosulphate. It is their opinion that 
the gold and sodium thiosulphate is the most 
toxic of all gold compounds. This is quite at 
variance with the p American opinion. 
Nevertheless, Caussade and Drouet assert that 
they are supported in their belief by the testi- 
mony of the literature. Small doses and great 
caution are, they say, a necessity when using 
this pound. 


com 
Rabut*’ reports a case which, after nine in- 
jections of a gold compound, developed a gen- 
eralized erythema which subsided and was fol- 
lowed by a general desquamation and 


Lebeuf and Mollard** have attempted to clas- 
sify the various postgold eruptions, which they 
have named aurids. In addition to stomatitis, 
which may occur in conjunction with any or all 
of the aurids, they list local and generalized 
erythema, purpura, pruritus, urticaria and 
eczema-like eruptions. As among the rarer 
forms they list eruptions resembling lichen 
planus, granuloma inguinale and pigmentations. 
Perhaps the most serious of all are the erythro- 
dermas which develop in psoriatics with particu- 
lar frequency. While, as a rule, the prognosis 
is good in these eruptions, death may occur in 
the presence of prostrating constitutional symp- 
toms. 


Roxburgh and Corsi“ report a series of 42 
cases treated by gold therapy. Of the forty- 
two, 35 cases were lupus erythematosus, four 
erythema induratum and one papulo-necrotic 
tuberculid. Eight of the lupus erythematosus 
cases they reported as temporarily cured, six 
were much improved, nine were definitely bet- 
tered, two were but slightly improved, five were 
——— and five were made worse. One case 

of erythema induratum, a recent one, was 
*‘eured’’ by four injections of 3 (4 
amino—2 auro thiophenol carbonic acid). In 


was secured only after four injections. In a 
third case the gold therapy was abandoned be- 
cause of the lack of success. The fourth case, 
after showing no improvement with twelve in- 
jections of krysolgan, responded very notice- 
ably to six injections of sanocrysin (sodium 
auro-thiosulphate). The single case of tuberculid 
was improved by eight injections of krysolgan. 

Toxic reactions occurred in 61 per cent of 
all cases treated. 

Konrad“ advocates the use of a new gold 
salt, auro ally-thiocarbamido benzoic acid, 
which contains 43 per cent gold. He writes 
that, with this salt, he secures the desired end 
result more frequently than with any other and 
has fewer fever toxic reactions. Eighty per 
cent of his cases responded favorably. The best 
results were obtained in the chronic cases. The 
acute cases were either uninfluenced or aggra- 
vated by the gold. 

At the outset of this chapter, mention was 
made of the fact that present-day investigators 
tend to be more conservative in evaluating the 
results of gold therapy than their predecessors. 
Rutledge“ furnishes a good case in point in 
his comp article upon the use of the 
gold salts. 

He reports, among others, 56 cases of lupus 
erythematosus. Eighteen of these were freed 
of lesions and are classed as arrested (not as 
cured). Nine were markedly improved 1 — 
moderately, while eight showed no change. Ru 


kerato-ledge calls attention to the fact that when — 


provement did occur it was not until after the 
fourth or fifth injection. It was found that even 
in the most favorably affected cases some trace 
of the disease always remained in the margins 
in the form of sealiness, dilated capillaries and 
plugs. The disease in the scalp was strikingly 
amenable to the treatment in contrast to dis- 
ease of the buccal mucous membrane which was 
as strikingly obstinate. There were eight 
eases of lupus erythematosus which were fail - 
ures because, as Rutledge explains, the patients 
being susceptible to gold, the treatment could 
not be continued. All of his cases of papulo- 
necrotic tuberculid cleared up well, thus con- 
firming the reports of most other observers, but 
they relapsed if the weekly injections were 
stopped. Sareoid did not respond well. Two 
eases of the Darier-Roussy type received no 
benefit from ten injections. One case of ery- 
thema induratum disappeared but six other cases 
showed only mild improvement. Sixteen in- 
jections cured a case of miliary tuberculosis of 
the face. Two cases of leprosy of the tuber- 
culous type and two of the maculoanesthetic 
type were not affected by twelve injections. 
Three forms of gold compounds were used. 
The statistics showed that they produced toxic 
reactions with the following frequency: gold 
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and sodium thiosulphate 79%; and gold car- 
boxylie acid 4%. Obviously, from these figures, 
the conclusion is that the gold sodium thiosul- 
phate is far more dangerous than the others. 
It will be recalled in this connection that Caus- 
sade and Drouet (see above) also condemned 
the — sodium thiosulphate. 

opposed to Rutledge’s failure to affect 
1 lesions of the skin favorably is Hoff- 
mann 's“ report of favorable changes in 25 cases 
of leprous lesions of the eye. Hoffmann used 
the 4 amino 2 auro-thiophenol earbolie acid and 
the disodium salt of 4 sulphomethyl-amino-2 
gold me ie acid. 


BISMUTH THERAPY 


It was noted in the last Progress that in- 
tramuscular injections of bismuth had been used 
with great success in a limited number of cases 
of lupus erythematosus. The method does not 
seem to have attracted so much attention as its 
advantages would seem to warrant. A few men 
have used the method during the past year and, 
like their predecessors, report successes as great 
if not greater than with the gold salts, and, a 
fact which has not seemed to impress the pub- 
lic, with greater safety. Under such conditions 
of promise it is surprising that more have not 
investigated the claims for bismuth therapy. 

Barbaglia“ reports his experience with in- 
tramuscular bismuth injections in 5 cases of 
lupus erythematosus. ‘‘Cure’’ was effected by 
ten to fifteen injections (which, at least, com- 
pares favorably with the number of injections 
required in gold therapy). One case recurred 
but promptly responded to further bismuth 
treatment. In one case treatment was stopped 
after the tenth treatment because, at the time, 
the apparent lack of improvement seemed to in- 
dicate that further treatment was useless. Three 
months later all lesions had disappeared with- 
out further treatment. 

Jacobson and Barkoff used quinine iodide 
of bismuth by intramuscular injection in two 
eases of lupus erythematosus with excellent re- 
sults. 


Mac Kenna“, also, obtained good results in 19 
cases by means of a combination treatment with 
bismuth ointment and bismuth intramuscular in- 
jections. 


The relationship of erythema nodosum to tu- 
berculosis is still the subject of study. For- 
mara“ believes that they are intimately con- 
nected with one another. His theory is that 
erythema nodosum occurs in tuberculous pa- 
tients who have a hyperallergy to tuberculin. 
He offers as evidence in favor the cases of two 
sons of a tuberculous father both of whom had 


indicative of a recent tuberculous infection. He 
is so convinced of a connection between the two 
diseases that, unless there is direct evidence to 
the contrary, he immediately institutes treat- 
ment for tuberculosis. In his experience chil- 
dren with erythema nodosum always show signs 
of tuberculosis. Moreover, they are always 
markedly sensitive to the tuberculin test. None 
of his cases, however, were known to have de- 
veloped pulmonary tuberculosis. 

Van Vonno“ has also concerned himself with 
the association of cutaneous tuberculosis with 
tuberculosis of other organs. He studied 253 
cases of various types of cutaneous tuberculo- 
sis. One conclusion which he reached was that, 
with the exception of tuberculosis verrucosa 
cutis, all forms of cutaneous tuberculosis are 
due to the contamination of the skin by a pri- 
marily involved lymphatic system. He then 
drew the second conclusion that tuberculosis 
antibodies are evolved from the lymph nodes 
and are potent factors in raising the skin’s re- 
sistance to tuberculous infection. Applying 
these conclusions to treatment Van Vonno ap- 
plies the roentgen ray to the regional lymphatics. 

Kren“, a dermatologist, and Löwenstein“, a 
pathologist ae in the study of blood 
cultures as a means of diagnosis in tuberculosis 
of the skin. In all, they tested 66 clinical cases 
which included cutaneous tuberculosis, tuber- 
culides and lupus erythematosus. Forty-four 
cultures were positive for tuberculosis and 25 
were negative. Two hundred and five cases were 
studied in a Vienna clinic. Eighty-seven were 
found positive. In Hamburg eight out of 36 
were positive. At the Finsen Institute 18 out 
of 90 were positive. As a result of these studies 
the investigators feel that the blood culture is 
superior to the tuberculin test in diseases of the 
skin. They also feel that their investigations 
point to tuberculosis as the source of lupus 


erythematosus. 

Von Mallinckrodt-Haupt® studied the inci- 
dence of carcinoma in tuberculosis of the skin. 
Of 906 cases studied, most of which are lupus 
vulgaris, 3.09 per cent developed carcinoma at 
the site of the tuberculous lesion. 


The Gerson-Sauerbruch-Hermannsdorfer Diet in 
Tuberculosis of the Skin 


In the last Progress“! we reviewed articles 
on this form of treatment by Bommer and by 
Wichmann. During the past year articles on 
the same topic by Haldin-Davis and by 
Stiimpke and Mohrmann have been published. 
They are sufficiently striking to warrant especial 
notice. 

Haldin-Davis“ gives his observations on the 
workings of this dietary treatment as seen at 
Jesioneck’s special hospital for lupus vulgaris 
at Gressen. As ori described, the Gerson 
diet is so dull and colo because of the en- 
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absence of salt, that all patients subjected 
to it found it hard to live on and many found 
it impossible. In an attempt to avoid this ob- 
stacle and to make the diet more palatable 
Jesioneck has added to his diet a special mix- 
ture of salts called ‘‘mineralogen’’ from which, 
„sodium chloride is excluded. For two 
and a half years Jesioneck has been using 
this modification of the Gerson diet—with cod 
liver oil—in the treatment of lupus vulgaris. 
He feels that the results are sufficiently impres- 
sive to warrant continuing. 
Jesioneck argues in this wise in regard to the 


Primitive man lived on a salt-free diet, exer- 
cised and lived in the sunlight and air. Civi- 
lized man does none of these things. The skin 
of primitive man was able to manufacture anti- 
tuberculous fluids which served efficiently to 
— his skin from infection. Civilized man, 

use of his habits, lacks the power to make 
these protective fluids in his skin. If we can 


which led Becker and Ritchie“ to study the röle 
of the yeasts in the production of superficial 
dermatitis. They raise the direct question, Is 
there really an etiologic relationship between the 
yeast organism and the lesion in which it is 
found? They studied the question for two years. 
Their answer is, in part, that, of the yeasts, the 
monilia (the cause of thrush) is alone patho- 
genic. As to the cryptococcus they found that it 
could be cultivated in a fair number of derma- 
titides. They found it in such widely diver- 
gent diseases as lichen ruber, eczema, sebor- 
rhoeic dermatitis, neurodermatitis, psoriasis and 
psoriasiform syphilids. They deduce from this 
fact that, since the cryptococcus is found in le- 
sions where it is almost surely not causative and 
since it is found in the flexures and on the feet 
where there is excellent opportunity for sapro- 
phytic existence, at most it is only a secondary 
invader. Supporting this argument is the fact 
that the lesions in which the cryptococcus is cus- 
tomarily found do not respond to antiparasitic 
therapy but do respond to measures of custom- 
ary value to the particular presenting derma- 


restore to civilized man the traits and habits] tosis. 


which primitive man possessed and which he 
has lost, then he may regain the power to pro- 
duce these protective fluids. Hence the Gerson- 
Sauerbruch-Hermannsdorfer diet, actinother- 
apy, exercise and fresh air, supplemented by 
phosphorized cod liver oil. 

Stümpke and Mohrmann“ are less convinced 
of the merit of the Gerson dietary method. They 
tested the salt-free diet in 15 cases of lupus 
vulgaris. Ten cases showed favorable changes. 
In three cases in which the diet had been con- 
seientiously followed for considerable periods, 
there was no change. 

In two boys, aged, respectively, ten and thir- 
teen years, there was an actual exacerbation. 
Stiimpke and Mohrmann believe that, when a 
favorable change does occur, it remains incom- 
plete and does not go on to a cure. Hence they 
regard this dietary method of value only as an 
adjunct to other therapeutic measures. They 
consider it neither the method of choice nor the 
forerunner of a new era in the treatment of 


Much has been written of the fungus diseases 
during the past year; too much for a complete 
review. Abstracts are given here of a few se- 
lected articles chosen as representatives of the 
general trend. 

There is noticeable in the literature a growing 
tendency of doubt as to the validity of the as- 
sumption that beeause a fungus is found in a 
given lesion it therefore follows, as a matter of 
course, that that fungus must be the cause of 
the disease in which it is discovered. 

It was, apparently, some such feeling of doubt 


They also maintain that the interpretation 
of potassium hydroxide preparations is so diffi- 
cult as to lead to frequent error. Hypha-like 
artefacts are very common. Such a one, they 
say, is the so-called mosaic fungus. This they 
consider as nothing but a collection of organic 
material, possibly coming from inflammatory 
changes in the epidermis. 

Cornbleet“ was led by the objections to the 
potassium hydroxide solution as a diagnostic 
agent to seek a better means. The result is an 
article on A Reagent for Demonstrating Fungi 
in Skin Scrapings and Hair. Cornbleet enu- 
merates the objections to the potassium hydrox- 
ide method as, first, that it sometimes forms 
soaps with the oil in the material under exam- 
ination which stimulate fungus formations; sec- 
ondly, that potassium hydroxide in the weaker 
concentrations absorbs carbon dioxide from the 
atmosphere to form the relatively insoluble car- 
bonate. This creates an obscure medium which 
cuts down visibility; thirdly, that it is difficult 
to see the hyphous and mycelial elements 
through the potassium hydroxide solution and 
they are the very elements which it is most de- 
sirable to see. 

Cornbleet says that all these difficulties can 
be overcome by using a solution of sodium sul- 
phide. He gives the following directions for 
the preparation and use of this test solution. 
First, a watery solution is made of the crystals, 
which are so soluble that a few drops of water 
are capable of dissolving a relatively large num- 
ber. Then to this watery solution is added an 
equal amount of 95% alcohol. A cloudy precipi- 
tate forms at once. Distilled water is added 
drop by drop until the solution is cleared. It 
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will then remain stable and is ready for use. It 
should be kept in a glass stoppered bottle with 
a coating about the neck. When not in 
use the bottle should be kept closed in order 
to keep the alcoholic content constant. The re- 
agent thus prepared is used in the same manner 
as the potassium h ide solution. 
Sabouraud“ seems to have felt the prevailing 
lack of precision in the mycotic situation for, in 
a discussion upon a case of ringworm of the 
nails he took pains to emphasize his opinion that 
in mycosis of the nails only the trichophyton is 


pathogenic. 

Bruno Bloch* has discussed the various forms 
of monilia yeast infection which he has encoun- 
tered. He names four: (a) erosio interdigitalis 
blastomycetica; (b) pustular onychomycosis; 
(e) oidiomycosis occurring in diabetes; and (d) 
onychomycosis oidiomycetica (infection of the 
nail). Bloch believes that under certain changed 
conditions, such as moisture and warmth and 
lowered resistance—as in diabetes—the oidium 
is capable of producing disease in the skin. Such 
affections, however, run quite a harmless course. 
Work with these organisms is made difficult be- 
cause they not infrequently exist as saprophytes 
in the normal individual. (Compare Becker and 
Ritchie above.) 

William L. Gould“ is school physician to the 
Junior High School of Albany, New York. He 
has written of his endeavor to control the spread 
of ringworm of the feet in that school. In 1929, 
he found that the affection was so common that 
more than fifty per cent of the pupils in the 
gymnastic and swimming classes were infected 
and had to be forbidden participation in the 
classes. In November, 1929, he caused foot tubs 
to be installed between the locker rooms and the 
showers. Each tub contained a 10 to 15 per cent 
solution of sodium thiosulphate. The pupils 
were required to use them on their way to the 
showers and on their return to the locker rooms. 
In this way the feet were not only exposed to 
the sodium thiosulphate solution in the tub but 
the wet feet also distributed the solution over 
the floors. The solution was changed each week. 
Gould reports that fresh ringworm infection had 
entirely disappeared from the school within four 
weeks after the installation of the foot tubs. 

Osborne and Hitchcock*®, writing on the 
Prophylaxis of Ringworm of the Feet, report 
that they employed Gould’s method in the pub- 
lic schools of Buffalo substituting however, a 
solution of sodium hypochlorite for the thio- 
sulphate solution. They had determined 
laboratory tests that a 0.5 per cent solution of 
sodium hypochlorite was, after an exposure, of 
15 seconds, capable of inhibiting the growth of 
most of the fungi which infect the feet. They 
therefore used a 0.5 per cent solution in the foot 
tubs placed at convenient intervals where they 
could easily be used by the pupils. After a 


year’s trial, investigation showed that not a 
single fresh case had developed. They believe 
that the sodium hypochlorite is superior to the 
thiosulphate because it is just as effective, is 
cheaper and does not lose strength when added 
to city water, as does the thiosulphate. 

Van Dyck, Kingsbury, Throne and Myers“ 
have been experimenting with an extract of the 
trichophyton fungus, trichophytin, in the diag- 
nosis and treatment of ringworm. Their series 
included one hundred patients, all of whom re- 
acted positively to the trichophyton test. They 
report that 32 per cent of the cases were cured, 
28 per cent greatly improved, 21 per cent slight- 
ly improved and 19 per cent not improved. 

J. Kinnear“ has been testing a new method of 
diagnosis in ringworm. If hair containing the 
Microsporum Audouini are viewed through a 
glass containing nickel oxide (Wood’s glass) 
the fungi will show a fluorescence. Other fungi 
do not possess this property, at least, to the 
same degree. 


Aside from the papers already mentioned 
above in connection with roentgen therapy there 
are three papers directly and indirectly con- 
cerned with psoriasis which deserve notice. 

Hedge“ has published a report of his elab- 
orate studies of the blood in psoriasis with spe- 
cial reference to calcium, phosphorus and po- 
tassium. Although he puts out no positive con- 
clusions, he does indicate a line of future re- 
search which may furnish another piece to fit 
into the picture puzzle of psoriasis. His prob- 
lem was, as he puts it, to study the constitu- 
ents of the blood with special reference to cal- 
cium, phosphorus and potassium and the effect 
on those elements resulting from the use of 
parathyroid extract enterally and parentally ad- 
ministered. His first results with calcium and 
potassium agreed with those of Schamberg and 
other students in that they showed that calcium 
and potassium were antagonistic to one another, 
that, as the amount of the one rose, the other 
fell. Inasmuch as this antagonism is the ordi- 
nary behavior in many other states as well as 
in psoriasis, Hedge proved only that, in this 
respect, psoriasis followed the rule. Here he 
abandoned further consideration of phosphorus 
and potassium as no significant result had been 
obtained which seemed to warrant further work 
on these salts. With calcium, however, it was 
different. This seemed to offer a lead. There- 


by | fore, from this point forward, he concentrated 


his attention upon calcium. Taking for his 
study 126 cases of psoriasis, he divided them 
into ten groups. The behavior of the calcium 
content in the blood was determined in each 
group after each group had been treated by 
certain measures or combination of measures. 
Analyzing the results, he found that four of the 
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groups showed a definite elevation of ealeium 
and, significantly, a clinical improvement coin- 
cident with this elevation. He therefore re- 
served these four groups (Nos. 2, 5, 8 and 10) 
for further research and eliminated the other 
six which showed nothing. 

Group No. 2 was composed of those using 
AA and calcium gluconate together, 
Group 5 (10 patients with inveterate psoria- 
sis) of those using parathyroid extract, cal- 
cium gluconate and ultraviolet together, Group 
10 (6 patients) and the group (No. 8) of those 
in whom the thymus, thyroid and id 
glands had been stimulated by the x-ray. 

Thus the agencies to be considered were re- 
duced to the endocrines and the calcium balance 
as carried in usable form in the blood plasma. 
The problem now may be reduced, he writes, to 
the question as to whether there may not be a 
relationship between the symptoms of psoriasis 
and the calcium content of the blood plasma. It 
follows, naturally, that the solution of this ques- 
tion involves the consideration of the various 
factors which influence the serum calcium, not 
only in psoriasis, but also in health and in other 
diseases. This is peculiarly interesting as it 
links psoriasis with a variety of well-known 
associations. For example, it is well known 
that arthropathies are so frequently associated 
with psoriasis that the association is probably 
not accidental. Perhaps the key to their under- 
standing lies in the fact that the calcium balance 
is disturbed in both. Moreover the parathyroid 
is pretty well demonstrated to be connected with 
the calcium balance. Hedge has shown, in 
groups 2, 5, 8 and 10, that parathyroid therapy 
favorably influences the course of psoriasis. 

Hedge concluded that the calcium with which 
one has to deal in his study is a compound called 
X. a ealeium protein. This opinion is based, in 
part, upon the facts evolved in his own work 
and, in part, upon the already known fact that 
a diminished plasma protein is accompanied by 
a diminished calcium in certain forms of neph- 
ritis, whereas after parathyr t there is a 
degree of calcium diminution but not of protein. 
Finally, Hedge summarizes as his future objec- 
tive the determination, if possible, of the defi- 
ciency of X.“ This objecti 


ive contains three 
facts or factors, the control of ‘‘the parathyroid 
hormone, the amount of serum globulin or avail- 
able plasma protein of the blood that is able to 
combine with calcium, and the supply of calcium 
in a form that will combine with the protein so 
that it may be utilized by the cells’’. 

Allied to this work of Hedge is the research 
conducted by Spillmann, Verain and Weis“ as 
to Variations in the Acid Base Balance in Some 
Dermatoses.’’ Although not limited to psoriasis 
alone the work bears a very distinct relationship 


problem for several years and in 1929 reported 
some of their findings“. 

In the present article they report their ob- 
servations made on 116 new cases. There were 
eighty cases of eczema of which 60 showed alka- 
losis, 16 acidosis and 4 normal measurements. Of 
psoriasis, they examined 16 cases. Twelve 
showed alkalosis, three acidosis, one normal fig- 
ures. In three cases of urticaria, two showed 
acidosis and one alkalosis. In five cases of sebor- 
rhoeic dermatitis they found alkalosis in four 
and acidosis in one. In seven cases of pruritus 
and prurigo five showed alkalosis and two aci- 
dosis. One case of Duhring’s disease showed alka- 
losis and one acidosis and two cases of erythro- 
derma showed one alkalosis and one acidosis. 
Thus, of the total 116 cases examined, 111 
showed a disturbance of the acid-base equilib- 
rium to one side or the other—85 alkalosis and 
26 acidosis. The acid-base equilibrium was nor- 
mal in but five cases of the 116. From the 
therapeutic standpoint they found it easier to in- 
fluence the cases of acidosis by treatment direct- 
ed toward the pH imbalance than the cases of 
alkalosis. 

From the results of their studies they drew a 
general conclusion that a disturbance of the acid- 
base equilibrium is one of the features of a pre- 
disposition to certain diseases of the skin. The 
essential feature is the imbalance, not the pres- 
ye or absence of either an alkalosis or an aci- 

Osis. 

Schwartz, Torrey and Fraser“ investigated 
the theory of a connection between the intestinal 
flora and the production of psoriasis. The the- 
ory is that an organism, or organisms, might be 
harbored in the intestines producing toxins 
which, being absorbed, lead to the development 
of a psoriasis in the skin. Another theory is to 
the effect that the intestines might harbor a 
certain parasite whose protein sensitizes the skin. 
This view, then, would look upon the lesion of 
psoriasis as a manifestation of allergy to that 
protein. The writers made careful search but 
were unable to discover that there was any con- 
nection between the number or kind of bacteria 
in the intestine and the psoriatic manifestations 
in the skin. 

THE TOXEMIAS ALLERGY 


Clinically speaking, the diseases comprising 
the group of toxemias are very loosely united. 
Etiologically, the connection is close. Although 
the cutaneous manifestations may, and often do, 
differ greatly they have their origin in one 
source, some form of toxemia. That is the jus- 
tification of Osler dramatic description of the 
association of such seemingly divergent 
as purpura, erythema, erythema multiforme, 
angioneurotic edema and urticaria with abdom- 


to the ‘‘ psoriasis problem’’, as will be seen. The inal crises. 


writers have been interested in the acid base 


Recently, Trimble“ has published an article 
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same subject, ‘‘The Erythematous Group 
Diseases with Special Reference to Ab- 
Pain. He reports a series of fifteen 
of this type. Thirteen were in children 
whose ages ranged from ten months to twelve 
years. “The other two occurred in adults. 

Trimble encountered purpura in 14 of the 15 
cases, erythema in six, angioneurotic edema in 
six and urticaria in five. Purpura, then, was by 
far the most constant symptom. The fact that 
the blood platelet count was not disturbed clas- 
sified the eruption as belonging to the idiopathic 
group. Thirteen had excruciating abdominal 
pain which, as a rule, preceded the eruption. In 
patient 14 abdominal operations had been per- 
formed at various times in various hospitals, ap- 
parently because the pain had simulated a sur 
gical condition. Patient 15 was subject to 
periodic attacks of nausea and vomiting with 
urticaria. For its relief she had been twice op- 
erated upon; once an appendectomy had been 
done and once a cholecystotomy. Eight had an 
associated disturbance of the kidneys, the urine 
showing blood, albumen and granular casts. 

In explanation of these phenomena Trimble 
writes ‘‘The suggestion has been made that these 
cases are a manifestation of allergic phenomena; 
that there is, first, an invasion by bacteria and 
then an antigen-antibody union resulting in a 
bacterial allergy. The blood capillaries of the 
body are so altered in this reaction that there 
results an abnormal permeability of their walls. 
A consequence may be simple erythema, angio- 
neurotic edema, purpura of the skin and viscera 
and a permeability of the glomerular capillaries 
of the kidneys resulting in the typical pictures 
of acute nephritis.’’ 

Such reactions as those described above are 
often, at the present time, ascribed to allergy. 
So many believe that in a case of allergy all that 
is necessary is to make a variety of allergen 
tests, when some one allergen will register posi- 
tively and can rightfully be accused of cans- 
ing the reaction, that there is food for thought 
in Miiller-Dahem’s® studies into the pathogene- 
sis and therapy of senile asthma. He made 
cutaneous tests with various allergens on thir- 
teen patients with senile asthma and on twenty- 
five patients with no asthma. All the patients 
with asthma and most of the patients without 
asthma as well reacted positively to mildew 
and sputum bacteria. 

Asthma has long been taken as a classic ex- 
ample of allergy. Accordingly much painstak- 
ing research has been undertaken in its study. 
Abraham Colmes® now appears with his elev- 
enth report. The title of his present communi- 
cation is ‘‘The Immediate Late Effects of Sensi- 
tization. Among other things he says in his 
opening there are many instances, however, 
where the elimination of the primary * 
factor is not followed by the expected relief 


and where the same symptoms appear to be 

provoked anew by a variety of unrelated 
— In this study he endeavors to explain 
the apparent failures. 

As a premise to his argument he lays down 
eertain postulates. It is proper to assume, 
then, that sensitization is an abnormal im- 
munologie process which occurs in certain in- 
dividuals on the basis of an hereditary pre- 
disposition. Later, such individuals become 
sensitized to specific ‘substances and react clini- 
eally with certain symptoms. Usually, he says, 
it is enough to remove the offending substance 

a case in which similar symptoms are evoked 
by non-specific substances. Such cases he ex- 
plains on the ground of mechanical damage done 
during the process of sensitization. Whatever 
tissue is attacked by the primary sensitizing 
substance is left by that attack in a state of 
hypersensibility. It is thus that he explains 
certain recurring cases of urticaria. Removal 
of the offending substance does not eliminate 
the attacks. The answer is that the primary 
attack has so injured the equilibrium of the 
nerves that they are left in a state of hyper- 
irritability. Thereafter such non-specific acts 
as overeating or emotional excitement provoke 
an outbreak. 

Perhaps this theory of damage by the pri- 
mary sensitization leaving behind a state of hy- 
perirritability may logically be invoked to ex- 
plain the cases of so-called physical allergy, 
such as Alexander” reports. His case was that 
of a woman who, for twenty-five years, had 
been subject to attacks of urticaria after mod- 
erate exertion and overheating. According to 
Colmes, a primary specific substance would have 
so damaged the equilibrium that thereafter such 
unrelated effects as exertion or overheating 
would be enough to trip the spring and to set 
the machinery in motion to produce an attack 
of urticaria. Incidentally, it may be remarked 
that Alexander cured his patient by immersion 
in warm water baths. Beginning at a low tem- 
perature, the temperature was raised a little in 
each succeeding bath. At the same time the 
length of immersion was gradually increased. 
At first a severe attack of urticaria followed 
the bath. As time went on and the baths con- 
tinued, the patient’s resistance to heat grad- 
ually improved until, at last, she could take a 
decidedly hot bath without an attack. 


Chevallier and Bloch™ have added another 
method for the treatment of eczema to the many 
already existing. They are enthusiastic over 


the results which they have obtained from the 
subcutaneous injection of an extract, made from 
calves’ to 4 e. e. every 
other day. The extract used has a value of 12.5 


— 
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grams of fresh calf spleen to the cubic centi- 
meter. The smaller dose never causes any un- 
pleasant reactions but the larger is sometimes 
followed by fever and general malaise. One ad- 
vantage elaimed for this method is that it en- 
tirely does away with the necessity of diet and 
other forms of medication. 


Paldrock“ announces a specific treatment for 
leprosy. He freezes ten lesions for three or four 
seconds and repeats the process every two weeks 
until eight or ten treatments have been given. 
He believes that these short freezings set into 
motion a process of auto-i tion, inas- 
much as not only the treated lesions improve 
but the untreated as well. After the course of 
freezings has been completed, Paldrock gives a 
course of treatment with a gold compound. The 
results of this combined treatment have been 
so good that patients have remained clinically 
and bacteriologically clear for as long as five 
years. 


Renaud“ writes enthusiastically of the heal- 
ing effect of soap treatment upon wounds and 
ulcerating surfaces. In his experiments he used 
a 2 per cent solution of sodium oleate. In some 
cases he merely washed the wounds or ulcerated 
surfaces with the solution. In other cases he 
used it in the form of moist dressings. In a 
third series he applied the oleate in ointment 
form. The results were excellent. Necrotic and 
fetid tissues were cleaned up. Healing, which 
often resulted in true cicatrization, was pro- 
moted. The results were especially good in 
ulcerations of the genitalia. He believes that 
soap solutions, of their fluidity, are 
destined to become one of the most efficacious of 
antiseptics. 

What physician has not at some time or other 
prescribed bran in his practice? Accordingly 
there is a general interest in the results of a ques- 


tionnaire sent out by Dr. W. C. Alvarez“ of | ** ver: 


Rochester, Minnesota. Opinions were asked as to 
the advantages and disadvantages of using bran 
and roughage. Replies were received from four 
hundred and seventy physicians and are exhib- 
ited in this report. It is at once evident that 
bran and roughage do not receive the whole- 
hearted approval of the majority. The prevail- 
ing opinion was that they were suitable for only 
a limited number of patients and that the re- 
sults were only temporary. Moreover, flatu- 
lence and indigestion are so prone to follow 
their use that many physicians forbid their em- 
ployment if there is even a suspicion only of in- 
digestion present. On the whole, the physicians 
answering were in agreement that the existing 
propaganda which advocates the use of bran 
and other forms of roughage for the relief of 
constipation has done more harm than good. 
The replies were almost unanimous in condemn- 
ing the practice of school nurses in prescribing 


them for every one and offeriug prizes to the 
children who eat the most spinach. 
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save money by giving up the schools and substitut- 


One-fourth of the schools reported either that 
save money by giving up the schools or 
less than $2,500. Another fourth esti- 
discontinuance of their training schools 
would bring an annual loss of $23,350 or more. 
The middle group estimated that it would lose $10,- 
500 yearly by such a move. 

Although it has an average of 55 patients, one 
hospita) estimated that by closing its nursing school 
it would save $209 a patient each year. At the other 


small schools on the same basis for comparison, 
the hospital was asked how it would replace every 
ten students. Replacement figures received showed 
wide variation in the number of graduate nurses 
and maids thought necessary to supplant the stu- 
dents. 

Findings of the Grading Committee challenge the 


cognizance of these facts,” Miss Geister declares. 


health, When Mr. Public finds his child ill and 
the doctors diagnose it pneumonia, Mr. Public cries, 
‘I want the best nurse I can get.’ In school Mr. 
Public has insured for his son a standard quality 
of teaching through tax supported or privately en- 
dowed universities and normal schools. He was 
pretty sure of his doctors. But he has never raised 
a finger to help obtain aid for nursing schools or 
to insure himself of good nursing care.” — Bulletin 
American Nurses’ Association, 450 Seventh Avenue, . 
New York City. 
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THE FINANCIAL ASPECTS OF TRAINING results of the study of nursing education in Can- 
SCHOOLS FOR NURSES ada made by Dr. G. N. Weir. Dr. Weir’s figures 

A nursing school is the source of considerable | seemed to show that nearly all hospitals would 
financial profit to most hospitals. To give up their | save money by giving up their training schools and 
training schools would mean the yearly loss of] that the larger the hospital the more money it 
fairly large sums of money. would save thereby. 

So declare 82 per cent of 208 hospitals the nurs-| Several of the largest and most respected nurs- 
ing schools of which have taken part in the cost | ing schools in the United States made cost studies 
study of the Committee on the Grading of Nursing for the Grading Committee. Their studies were 
Schools. Only 18 per cent believe that they would | made with great care and in some cases accounting 
ne” | experts were called in from the outside. Yet in 
ing graduate nursing care for their patients. every case the larger hospitals report that they 

This first cost study of the Grading Committee | would lose a very large sum by giving up their 
rather than producing authoritative results shows schools. 
the need of further study, Dr. May Ayres Burgess, To any thoughtful educator,” says Dr. Burgess, 
director of the committee, declares in presenting the | “the proposition that a professional school can be 
results in the April number of the American Jour- a source of considerable financial profit to those 
nal of Nursing. She believes, however, that further Who control it seems incredible. All educators 
studies will not change greatly the relative propor- would normally take it for granted that schools of 
tions of schools that would lose or gain by discon- nursing which are well run must necessarily be 
tinuing their schools, although the actual amounts | extremely costly. That in nursing the opposite is 
of money involved might change considerably. true is one of those unfortunate facts that only the 

person of long experience in the fleld can accept.” 
Janet M. Geister, R.N., director at Headquarters, 
American Nurses Association, sees in the situation 
a challenge to educators, hospital administrators 
and the public. 
“It isn’t enough that the nursing profession takes 
“John R. Public must, too. Nursing care is recog- 
nized commonly as an essential in the treatment 
and prevention of disease and in the promotion of 
extreme was the estimate of a hospital that it 
would lose $525 per patient per year were its 
school given up. 
To place hospitals with large schools and with 
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CASE 18161 
FOUL SPUTUM IN A DYSPNEIC OLD MAN 
MepicaL DEPARTMENT 
three 


A retired Portuguese fisherman seventy- 
years old entered October 9 complaining of in- 
creasing weakness and breathlessness with cough 
of fifteen years’ duration. He was nearly coma- 
tose. The history was given by a son and a 
daughter and was considered very unreliable ex- 
cept as to generalities. 

At the onset of his symptoms he was obliged 
to give up his fishing, though he continued to 
work on his farm. At that time he used a num- 
ber of pillows at night. He apparently had 
had marked and somewhat increasing orthopnea 


ever since that time. Within the next five years | QRS, 


he began to have persistent cough with white 
growing steadily more severe. 
Twelve years before admission he had to stop 
his farm and took work as a night 
watchman. Two years later he began to have 
swelling of the feet and ankles. He wore rub- 
ber stockings and had a good deal of pain in 
his legs when he walked. At times during the 
past ten or fifteen years he complained of severe 
precordial pain, not radiating, brought on by 
exertion, relieved by lying down and accom- 
panied by acute dyspnea and weakness and 
often by a fear of death. Seven years before 
admission he had an attack of weakness, dysp- 
nea and cough which kept him in bed for sev- 
eral weeks. Five years before admission he had 
an ulcer on his leg treated at a Boston hospital. 
The following year he had a second collapse, 
in which it was feared he would die. Since 
that time his disposition had changed and he 
had grown unreasonable, irritable and childish. 
A year before admission he was in bed four 
weeks with severe dyspnea. He was given digi- 
talis for a time (the only time he had taken it), 
but when he improved the digitalis was discon- 
tinued. During the past year he had urinated 
two or three times at night and had had increas- 
ing incontinence. Two weeks before admission 
he caught cold. His weakness, dyspnea and 
cough all became much worse. For ten days 
he had been in bed. Eructations of gas and 
constipation were the only gastro-intestinal 
symptoms associated with the present illness. 


The family history is not significant. He was 
the father of thirteen children. 

He had been a tremendous worker, fishing at 
four o’clock in the morning and working until 
— on his farm. Little was known of his 
past illnesses. He had had pneumonia a long 
time ago. Twenty years before admission he 
vomited frequently after eating. 

Clinical examination showed a drowsy, or- 
thopneic old man propped up in bed breathing 
deeply, rapidly and with difficulty and cough- 
ing frequently. The skin was dark and showed 
numerous senile keratoses and scaly brown pig- 
mentation over the lower legs due to old vari- 
cose ulcers. The location of the apex impulse 
of the heart is not recorded. The percussion 
measurements could not be determined because 
of hyperresonance. (X-ray examination showed 
the heart not definitely enlarged.) There was 
a loud systolic murmur heard over the chest, 
front and back, best heard at the apex. No 
second sound was made out. No diastolic mur- 
mur was distingui . There was a marked 
thrill at the base. The rhythm was regular. 
There was Corrigan and capillary pulse. The 
blood pressure was 120/50 to 100/60. An elee- 
trocardiogram showed normal rhythm, rate 
75, low voltage, QRS,—+1—1, QRS.—+4—1, 
==-+4—1. The lungs were clear in front. 
At the right base posteriorly were dullness, 
rales, diminished breath sounds, voice sounds 
and tactile fremitus with egophony. The ab- 
domen was negative. The prostate was enlarged 
and very hard. A urological consultant thought 
it showed non-obstructing benign hypertrophy. 
The pupils were normal. The knee jerks and 
ankle jerks were absent. There was no clonus 
or Babinski. 

The amount of urine was normal when re- 
corded. The specific gravity was 1.014 to 1.030. 
There was the slightest possible trace to a very 
slight trace of albumin at four of five examina- 
tions. The sediment showed rare white cells to 
four per field at three of five examinations, 1 
to 20 red cells at two. The renal function was 
35 per cent in three hours. Blood examination 
showed 17,600 to 7,450 white cells, 80 per cent 
polynuclears, hemoglobin 60 to 55 per cent, reds 
3,260,000 to 2,440,000. The smear was normal 
except for increase of platelets. A Hinton test 
was negative. The non-protein nitrogen was 37 
to 24 milligrams. A Fontana stain of the spu- 
tum showed no spirochetes. 

The temperature was 98.2° to 101.2°, the pulse 
55 to 101. The respirations were 16 to 40. 

A portable x-ray of the chest was done. Both 
diaphragms were incompletely visualized. The 
portable test for motion of the diaphragm 
showed no definite excursion. The left lower 
lung field appeared normal. The left hilus was 
dull. The right lung field was mottled and 
showed decreased aeration with slight narrow- 
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ing of the intercostal spaces. The right hilus 
was markedly abnormal. There was marked 
shifting of the heart and mediastinum during 
respiration. A fluoroscopic examination was ad- 
vised. It showed that both diaphragms moved 
well with respiration, the left more freely than | j 
the right. Both costophrenic angles were clear. 
The left apex was mottled. The remainder of 
the left lung field was not definitely abnormal. 
The lung markings were slightly increased. The 
right apex showed slight mottling with dim- 
inished aeration in the remainder of the lung, 
field in comparison with the left lung field. 
tending out from the mediastinum at the junc- 
tion of the aorta and the auricle there was a 
quadrilateral homogeneous dense ex- 
tending downward and outward. 

By October 11 the pulse had come down slight- 
ly with digitalis and the temperature was only 
slightly elevated. The process at the right base 
seemed more like either a low grade infectious 
process or congestion. There were now rales 
at both bases with dullness and increased breath 
sounds at the right base. On October 16 a car- 
diae consultant thought that the systolic mur- 
mur, while widely distributed, was produced at 
the aortic valve. He heard no diastolic mur- 
murs. . 

By October 17 the patient was definitely 


urine showed numerous red blood cells with in- 
creased albumin. The following night he spat 
up three ounces of foul purulent sputum. He 
was put on postural drainage for ten minutes 
without further drainage. Fluids were given 
by daily clyses. During the next three days he 
improved a little. There was no further foul 
sputum. From this point he steadily failed. 
He developed edema of the legs so that no fur- 
ther clyses could be given. He was semicomatose 
most of the time. The day of death the heart 
sounds seemed slightly stronger and the pulse 
was good. The respiration was very varied, al- 
though there was questionable Cheyne-Stokes |! 
breathing at times. The chest seemed if any- 
thing freer of consolidation than ever before, 
though there were numerous tracheal rales. On 
October 26 the patient died. 


CLI Discussion 


BY MAURICE FREMONT-SMITH, M. p., GEORGE W. 
HOLMES, M.D., AND RICHARD C. CABOT, M.D. 


b 
Dr. Fremont-SmitH: The onset of the pa- 


tient’s symptoms was fifteen years ago. In older 
people, although a lesion apparently seems a 
serious one, we do not know how long that lesion 
may exist and not prove fatal. It brings up the 
question of prognosis. One can do a great deal 
of harm by being too sure that these patients 
are going to get into trouble in a moderate time. 


People can have high blood pressure, over 
for many years and be perfectly well. 


longer than one would expect. If we are really — f 


prognosis and shall be more inclined to say,“ I 
do not know how long these things may go on, 
and perhaps to stress the fact that we have 
seen other people with a blood pressure of over 


ENI 200 who have gone on for many years. I think 


we shall do that if we are interested in our 
patients rather than in our own reputation as 
prognosticians. This man began to have swell- 
ing of the feet and ankles ten years before he 
died, and had angina probably for fifteen years. 

In the four years before admission his dispo- 
sition had changed. We may consider that nat- 
ural. Perhaps it is worth while to mention the 
fact that there are a few diseases in which men- 
tal symptoms may appear suddenly of which 
cognizance should be taken in order to protect 
the patient against injury. We know that in 
typhoid fever the patient may get up and jump 
through the window even though he has been 
apparently reasonable before. Occasionally car- 
diae patients suddenly become unreasonable and 
demented. That is also true of liver disease, 
especially when there is much bile in the blood. 
Of course in paresis a patient may act normally 
for a long time and then suddenly do something 
absolutely contrary to his past character. 

It is interesting that the only time he had 
taken digitalis was when he was in bed with 
severe dyspnea a year before admission, al- 
though he had had evidence of heart failure for 
many years. He might have done better on a 
little digitalis continuously; he might not have 
done better at all. 

I do not know why he had incontinence unless 
it was due to his general weakness, the fact that 
he was a sick man. I think at seventy-three that 
is explanation enough. There is certainly noth- 
ing in heart disease to cause incontinence. We 
may get frequency; we may get more output 
at nicht due to passive congestion of the kid - 
neys; but there is no reason I know for incon- 
tinence. 

His weakness, dyspnea and cough all became 
worse after a cold. There is the same thing 
you have seen so often, acute infection followed 


ods (which are poor enough) for avoiding colds. 
Among those I think the galosh, keeping the 
feet and the bottom of the trousers from getting 
damp, is the only thing I know that is of 


use 
in avoiding colds. 


cines and cold baths, I do not at presen 
that they are of value. Especially for 
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an have hearts that failed badly once and get 

nterested in our patient and in the soundness of 

his mental point of view and his usefulness in 

he world, we shall be very slow to make a bad 
weaker. A chest tap was dry. he patient 
had a small hemoptysis after it. The heart 
sounds were slightly weaker. That day the 

y an attack of decompensation. Patients with 
eart disease should be warned about the meth- 


THE HO 


SPITA 
859 


bly thing 
the point of view of physical stamina. 

We have then a story of evidence of heart 
failure extending over a period of a great many 
years. It would be interesting to know whether 
the angina had occurred during the earlier part 
of his sickness or during the latter part. Often 


even to reach the threshold of activity at which 


anginal symptoms would appear, or whether it 
be due to the increased vascular bed, or to both, 
I do not know. 


The fact that twenty years before admission 
he vomited frequently after eating means noth- 
ing to me. 

I think we can say he did not have hyperten- 
sive heart disease. He may have had arterio- 
sclerotic heart disease beginning at sixty. We 
do not as yet know whether the rhythm was 
normal or not. 

„There was a marked thrill at the base. I 
suppose that means a systolic thrill accompany- 
ing the systolic murmur. 

There was no very marked lowering of the 
diastolic blood pressure. Where was the dias- 
tolie murmur? I have spoken before of one 
case at the Brigham Hospital which impressed 
me very much, in which an aortic diastolic mur- 
mur was heard only outside the apex. It is 
unusual to have a Corrigan pulse without an 
aortic diastolic murmur unless we have hyper- 
thyroidism or very marked anemia. 

That lung examination is very hard to under- 
stand. The other signs go perfectly well with 
what we suppose he had,—some fluid and some 
edema of the lungs at the bases. Egophony how- 
ever usually occurs when we have fluid under 
tension, as in encapsulated empyema. 

It is interesting that the abdomen was nega- 
tive. One would expect some evidence of en- 
largement of the liver. 


The fact that the prostate was enlarged and 
very hard may mean a good deal. Very hard’’ 
means more than merely ‘‘hard’’. In a man 


of this age one would expect it to be large and 
somewhat hard. ‘‘Very hard’’ may mean can- 
cer. Was there irregularity? Were the sulcus 
and the notch palpable? 

From this physical examination I feel that 
we are not dealing with hypertensive heart dis- 
ease but probably with an arteriosclerotic heart 
with perhaps some roughening of the aorta. I 
think that on the findings we should have to say 
aortic regurgitation. I must say I am doubtful. 
I kave half a mind to disbelieve the observa 
of Corrigan pulse and half a mind to interpret 
it as aortic regurgitation. If there had been 
aortic regurgitation of any degree 


over any long period this heart should have 
been enlarged. Therefore if it is aortic regur- 
gitation it must be a very slight one and asso- 
ciated with arteriosclerosis of the aortic valve. 
On the other hand, if that be the case why the 
capillary pulse? It will be interesting to see. 
We would expect the albumin in the urine of 
course. For the cells we have both the pros- 
tate and chronic passive congestion as possible 


explanations. 
We do not know whether they got all the 


„ urine out. Sometimes there may be urine left 


in the bladder, which would reduce the amount 
excreted. There may be obstruction at the neck 
of the bladder causing back pressure against 
the kidneys. Could this in its turn produce 
reduced excretion? I do not feel that we have 
here any evidence of disease of the kidneys. 

He is developing an anemia. 

The test for spirochetes in the sputum shows 
that they felt there might be some other cause 
for his dyspnea than the cardiac condition. 
Could he have had a fibrosis of the lungs, non- 
tuberculous? Could he have had spirochetal 
bronchitis? I think there is enough in that his- 
tory to point to the heart. I feel that even with 
that small heart one can understand the his- 
tory in terms of heart failure. 

From the x-ray one thinks of collapse of the 
lungs such as one would get from an obstruc- 
tion to the branchus. That brings up a third 
possibility. Could he have a carcinoma of the 
bronchus cutting off enough of the lung to cause 
this amount of respiratory difficulty? We usu- 
ally do not get much respiratory difficulty even 
though a good part of the lung is cut off. We 
ean have large amounts of fluid in one chest or 
complete pneumothorax without re- 
spiratory difficulty. 

Dr. Houmes: These are evidently portable 
films. We have not the film which was taken 
previously from which they estimated the size 
of the heart. This does not look as though there 
was much enlargement of the heart. The aorta 
is definitely tortuous and the aortic knob is 
prominent, but we have no notes or evidence 
from the x-ray films that there is any dilatation. 
This film was taken to show the movement of 
the diaphragm. There is no evidence that the 
diaphragm moved. The evidence is that it did 
not. It is probable that the fluoroscopic exam- 
ination was right. Sometimes we ask a patient 
to do a thing and he does not do it. Thinking 
he had taken a deep breath, we may have made 
an exposure when the patient had not carried 
out instructions ; whereas by fluoroscopy we have 
a chance to make repeated tions. I as- 
sume that the diaphragm did not move. He has 


tion | not the signs which will allow us to make a di- 


agnosis of massive collapse. In both films the 
left lung field is unusually bright and the right 
one is distinctly more dense. We could assume 
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edema and enlarged liver the anginal symptoms 
which may have preceded will disappear 
Whether it be because the patient is then unable 
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that the left lung was blown up and the right 
was normal, though I think it is more likely that 
the right lung is abnormally dense from some 
cause. The area of dullness described here as 
being homogeneous is probably this shadow. I 
do not agree with the interpretation. I should 
think that was not homogeneous; it looks some- 
what mottled. There is a very ‘clearly defined 
border. The whole appearance in the left lung 
with the exception of the apex is more that of 
pneumonia than of collapse. If this shadow were 
due to incomplete aeration of the lung from 
plugging of a bronchus or any other cause one 
would expect the diaphragm to be elevated and 
the heart to be displaced towards the affected 
side. It does look as though he were taking 
more air into the left lung than into the right, 
but that might be explained by consolidation 
alone. The changes at the apex may be part of 
the incomplete aeration of the lung or may be 
obsolete tuberculosis or old infection having no 
bearing on the present trouble. 

Dr. Fremont-SmitH: Do you feel that the 
process must be rather an acute one? Had it 
been there for years or months? In other words, 
ung? 

Dr. Hotmes: Yes, it could. Of course the 
X-ray appearances of carcinoma of the lung are 
about as various as the processes in the lung. 
The appearances we get from the changes in the 
lung in carcinoma are due to the things that 
carcinoma produces. We may have the appear- 
auce of lung abscess, emphysema, pneumonia or 
bronchial abscess. In this film the diaphragm 
is higher on the left than on the right, as though 
there were not much movement of air into the 
lung. The whole examination seems to show 
that air is not getting into that lung as well as 
into the other. That would lead one to suspect 
some obstruction of the bronchus. The exami- 
nation is not complete. These are not even 
good films. We seldom get the best films when 
they are taken in this way. I cannot go so far 
in my conclusions as I could if we had had a 
complete examination and better films. 

Dr. Fremont-Smitu: It is pretty radical 
treatment for a man over seventy to put him on 
postural drainage for ten minutes. 

believe he had a failing heart, an arterio- 
sclerotic heart, possibly some roughening of the 
aorta, some evidence of aortic regurgitation and 
passive congestion. What he had in his chest 
may have been a pneumonia, in which case it 
was of recent onset. It may from these pictures 
have been something shutting off the bronchus, 
the most likely thing being carcinoma, broncho- 
* If so, how long could he have had it! 

e could not have had it fifteen years, and his 
dyspnea began fifteen years ago. I see no ev- 
idence to incriminate the kidneys. He has an 
enlarged prostate. He is rather beyond the can- 


cer age. Cancer of the prostate is more 

at fifty to sixty than at seventy-three, but the 
prostate is described as very hard. d he 
have had cancer of the prostate with metastasis 
to the lungs? Of course the duration of life 
after such a metastasis would be limited to 
months. We should expect to find evidence of 
metastasis in the bones rather than in the lungs. 
We should have had evidence of metastases in 
both lungs rather than this lesion, which if car- 
cinoma is carcinoma of the bronchus. I believe 
he had heart failure, arteriosclerotic heart dis- 
ease and pneumonia. I think that we shall find 
no evidence of cancer. 

Dr. Canor: I am struck with that foul spu- 
tum, on which I think you did not comment. 
Three ounces means that certainly there is a 
focus of infection in the lungs, abscess or bron- 
chiectasis. One of those things he ought to 
have, and it would go perfectly well with that 
picture of Dr. Holmes’s. We have to have some- 

that will account for that anemia. Heart 
disease will not account for it, and terminal 
pneumonia will not. We have to have some- 
thing in the lung for a good while to account for 
anemia. I do not know what it is unless there 
is an abscess. We had a case at the Brigham 
Hospital a good deal like this that turned out 
to be tuberculosis. We had not suspected it at 
all. I do not however expect it in this case. I 
think the cause for the anemia in this case can- 
not be anything in the heart, must be in the 
lungs, and must be either cancer or some chronic 
infectious process. 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 
Arteriosclerotic heart disease. 

Aortic stenosis. 

Aortic regurgitation. 

Chronic pulmonary suppuration. 


DR. MAURICE FREMONT-SMITH’S DIAGNOSES 


Arteriosclerotic heart disease. 
Cardiac failure. 


Aortic regurgita 
Possibly some — of the aorta. 


Pneumonia. 
Hypertrophy of the prostate. 
Passive congestion. 


ANATOMIC DIAGNOSES 


1. Primary diseases. 
Arteriosclerotic heart disease. 
Aortic stenosis, arteriosclerotic type. 
Possibly aortic regurgitation. 
Slight hypertrophy of the heart. 
Atheroma of the aorta. 


Atheromatous patches on the coronary ar- 
teries. 
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2. Secondary or terminal lesions. 


Unresolved pneumonia of the lower lobe of 
the right lung with multiple abscess for- 
mation. 

Chronic passive congestion, general. 

Benign prostatic hypertrophy. 


PaTHOLOGIC DiscussION 


Dr. Tracy B. Matiory: We found a heart 
weighing 400 grams, that is, very slightly hyper- 
trophied, with a very marked lesion of the aortic 
valve. All the cusps of the aortic valve showed 
calcification, most marked at the bases, working 
out towards the apex, producing an extreme 
degree of stenosis and perhaps a little regurgi- 
tation, because the valve margins were inflex- 
ible. There was certainly, however, much less re- 
gurgitation than stenosis. In the great majority 
of cases of aortic stenosis, even in very old peo- 
ple, the presence of marked interadhesions be- 
tween the cusps strongly suggests an infectious 
element in the etiology. This case is an example 
of the much rarer type in which purely ather- 
omatous and calcareous nodules within the in- 
dividual cusps have brought about significant 
stenosis. The early stages of the process are 
common, but it is quite unusual to find marked 
stenosis from what is almost unquestionably a 
pure arteriosclerotic process as in this case. 


The coronary arteries showed atheromatous 
patches but not very much narrowing of the 
lumina. The aorta showed quite a marked degree 
1— but chiefly in the descending por- 


There was chronic passive congestion. 

The prostate was enlarged. According to our 
description it was rather soft. It certainly was 
not very hard. 

The lungs showed a lesion. I have 
not yet seen the sections. In the right lower 
lobe, occupying approximately half of it, there 
was a wedge shaped area, a mass of very small 
abscess cavities lying very close to each other, 
in the midst of which the bronchi could be dis- 
tinguished. They did not seem to be dilated. 
It was grossly very suggestive of actinomycosis, 
but since a careful search for this organism was 
negative my interpretation was unresolved 
pneumonia with multiple abscess formation. 

Dr. Fremont-SmitH: Do you feel, Dr. Cabot, 
that we have here an indication that one should 
depend more on the blood pressure findings than 
the finding of a capillary pulse or the presence 
of a murmur in making a of aortic 


regurgitation ? 

Dr. Canor: Looking back, it seems to me 
that that thrill at the base ought to have made 
more of an impression on us than it did. That 
thrill cannot be accounted for by anything we 
have mentioned except the aortic stenosis. That 
was well As to the rest of it, I do not 


see what to say. I do not see why he had Cor- 
rigan yulse or capillary pulse or so big a pulse 
pressure with so extreme a degree of aortic 
stenosis. 

Dr. MALLORY: ‘Dr. Blumgart tells me that 
in checking over the clinical diagnoses of aortic 
regurgitation, the ones that check with the au- 
topsy findings and the ones that do not, one 
finds that a very considerable number of posi- 
tive diagnoses of aortic regurgitation made in 
life on the peripheral signs fail to check at 
autopsy. The made on the murmurs 
are usually right. Those made chiefly on the 
peripheral signs are almost al Dr. 
Frank Fremont-Smith has also noted that a Du- 
roziez’s sign and a capillary pulse will appear 
in a normal person during the reaction to a 
large dose of typhoid vaccine. 


CASE 18162 


MASSIVE HEMATURIA IN A CASE OF 
HEART FAILURE 


MepicaL DEPARTMENT 


A man of seventy, a gate tender, was admitted 
to the Emergency Ward in a semicomatose con- 
dition. No history could be obtained from him. 

Later it was learned from his nephew that 
for many years the patient had had dyspnea 
and palpitation on exertion. He had never con- 
sulted a physician until a week or two before 
admission, when he did so because of dyspnea 
and edema of the legs. Several days before ad- 
mission the skin of his right leg broke down 
and became infected. His physician treated it 
with lead and opium ointment. Two days be- 
fore admission the patient became drowsy and 
stopped all medication and food. The drowsi- 
ness increased. 

Nothing was known of his past history. 

Physical examination showed a well nourished 
old man lying flat in bed, with Cheyne-Stokes 
respiration and occasional hiccup. He was semi- 
comatose, but could be roused. The lips were 
slightly cyanotic. The mouth was extremely 
dry. The hard and soft palates, the fauces and 
the pharynx were covered with dry yellow 
crusted mucus. There was marked pulsation 
of all the vessels of the neck. A pulsating ves- 
sel or mass was felt in the midline behind the 
suprasternal notch. The heart was greatly en- 
larged. The apex impulse was seen and felt 
in the 6th space in the anterior axillary line, 
corresponding with the left border of dullness 
15 centimeters to the left of midsternum. The 
right border was 6 centimeters to the right. 
The supracardiac dullness was 9 or possibly 10 
centimeters. The increase was chiefly to the 
right, with systolic pulsation in that ion. 
The sounds were of fair quality. The rhythm 
was regular. There were loud blowing systolic 


Volume 206 CABOT CASE RECORDS 1 
Number 16 


and early diastolic murmurs, heard best in the drowsy? We should not expect that from heart 


second right interspace but transmitted to the 
neck and the apex. The blood pressure was 
200/55. The pulse was Corrigan. There was 
capillary pulsation, pistol shot and Duroziez’s 
sign. The lungs showed moist rales at both 
bases. The abdomen was negative except for 
bilateral inguinal herniae. There was a ques- 
tionable old penile scar. The rectal sphincter 
was relaxed. The prostate felt normal. There 
was pitting edema of the right leg. On the 
right lower leg was a large suppurating ulcer 
with red, tender, indurated edges. There was 
a reddened, tender area over the right knee and 
a small ulcer on the left lower leg. The re- 
flexes were present on the left. The right leg 
was too tender to examine. The pupils were 
normal. The fundi were not seen. 

The urine was normal in amount. The 
gravity was 1.020. There was a trace of al- 
bumin at all of three examinations. All three] d 
specimens showed a slight trace of sugar. The 
sediment of all three showed 5 to 20 white blood 
cells. One showed numerous red cells; the other 
two were loaded with red cells. Blood examina- 
tion showed 25,000 to 26,000 white cells, 94 per 
cent polynuclears, hemoglobin 90 per cent, reds 
4,740,000. The platelets were moderately re- 
duced. The smear was otherwise normal. A 
Hinton test was negative. The non-protein 
nitrogen was 195 milligrams per 100 cubic centi- 
meters on the day of admission, 235 the fol- 
lowing day. The serum protein was 6 per cent. 

The temperature was 100.6° to 97.3°, the 
pulse 83 to 138. The respirations were 20 to 48. 

X-ray examination showed the diaphragm on 
the left obscured by the apex of the heart. On 
the right the shadow of the diaphragm was 
somewhat blurred. The upper portion of the 
lung fields was clear. Examination with the 
portable machine was unsatisfactory for the 
demonstration of disease in the heart and great 
vessels. The heart however appeared to be some- 
what enlarged downward and to the left. There 
was marked tortuosity of the aorta. 

The patient was catheterized on admission. 
Only about six ounces of urine was obtained, 
the last half ounce being old blood. In spite 
of fluids by clysis the urinary output remained 
very small. 

The patient continued in coma, with Cheyne- 
Stokes respiration. On the third day he died. 


CurnicaL Discussion 


BY MAURICE FREMONT-SMITH, M.D., AND 
GEORGE W. HOLMES, M.D. 


Dr. FremMont-SmitH: We have a man of sev- 
enty with symptoms of a failing heart, edema 
of the legs and some cause for the skin’s break- 
ing down. We should like to know whether the 
kidneys were involved. Why should he become 


failure. It might come from arteriosclerosis, 
more probably from chronic nephritis, possibly 
from some other cause yet unknown. 

„Oceasional hiccup’’ suggests uremia. 

Extreme dryness of the mouth is another 
symptom of failing kidney function. 

In the midline behind the suprasternal notch 
is the region where one can often feel an en- 
larged dilated aorta, not necessarily an an- 


eurysm. 

Heart failure, aortitis, aortic regurgitation: 
(1) syphilitie—but he is a very old man; they 
383 die earlier; (2) rheumatie less probably; 
(3) arteriosclerotic more probably, with stretch- 
ing of the valve, arteriosclerotic regurgitation. 
We often get in arteriosclerosis the murmur of 
aortic regurgitation, but we do not often get as 
marked evidence of regurgitation as this. 

We have marked retention of nitrogen, evi- 

dence certainly of vascular nephritis, evidence 
in the blood of sepsis, evidence in the heart of 
failure and an aortic lesion. 

We can assume that he did not have aneurysm. 
We can assume that the heart was very much 
enlarged from high blood pressure. As to the 
diaphragm being somewhat blurred on the right, 
that might be due to respiration. It might be 
due to a little fluid conceivably. It is not so 
likely to be pneumonia, because we get more 
marked changes than that with pneumonia. 

Dr. Houmes: I should think it was due to 
breathing. 

Dr. Fremont-SmitH: There is one thing we 
have not explained, and that is the blood in the 
urine. A few red cells would fit with chronic 
passive congestion, but gross blood would not. 
Hemorrhagic cystitis is one possibility. Did he 
have a prostate that was leaking? Did he have 
carcinoma of the prostate in spite of the fact 
that the prostate felt normal by rectum? I 
think we cannot explain blood in the urine by 
the rest of the picture, and I do not know how 
to explain it. | 

A Srupent: How about the slight trace of 
sugar in the urine? 

Dr. Fremont-SmitH: I should not take that 
too seriously in the urine of a man who is coma- 
tose. It suggests that he may have had cerebral 
hemorrhage. He may have had diabetes. 

A Srupent: Could the ulcer of the leg ac- 
count for the white cell count? 

Dr. Fremont-SmitH: I think it could; it 
might account for septicemia. 

What we have is a big heart with evidence of 
aortic regurgitation. We are sometimes disap- 
pointed in this diagnosis at autopsy, but I think 
we shall find aortic regurgitation on a rheumatic 
basis. It is extraordinary how long a man 
with a rheumatic heart can keep his compensa- 
tion. If he had a syphilitic heart we should ex- 
pect him to have died earlier. We should ex- 
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blood to be positive; it almost CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 
A Luetie aortitis. 
not expect so much regurgitation e will show 
a vascular nephritis. He may have some glom- — arteriosclerosis. 
erular nephritis too. He may show cystitis — fail 
and blood in the urine, cause unknown. Of Septie right leg. 


nephritis, yes. 


Dr. Fremont-SmituH: I think not. When we 
seem to get it from uremia there is a secondary 
infection somewhere, as from pericarditis, which 
is a common terminal event in uremia. 

A Stupent: You do not think he had pneu- 
monia? 

Dr. Fremont-Smitu: I think not, unless it 
be a terminal pneumonia. That would not be 
an unusual condition in a man of his age. I 
do not however see how we can make the 
nosis here. 

A Srupent: Is the specific aged given 
here, 1.020, consistent with uremia? 

Dr. Fremont-SmitH: Yes. It certainly would 
be consistent with an acute nephritis with 
uremia. It is not usual in chronic nephritis. 
I suppose if the man had been drinking very lit- 
tle water for some period he might put out urine 
with as high a gravity as that. 

Dr. Hotmes: I might point out that the 
blurring in the x-ray film is obviously due to 
movement of the diaphragm. The film shows 
the diaphragm at expiration and at inspiration. 
The whole lower half of the right chest is ob- 
scured, including the heart shadow. It is quite 
possible that there is a consolidated lung back 
of the heart, but I think we need not assume 
it. The shadow could be due to enlargement 
of the left ventricle. There is no definite in- 
crease in the supracardiac shadow, nothing look- 
ing like an aneurysm. There is prominence of 
the aortic knob. It is a picture of arteriosclero- 
sis with a very much enlarged left side of the 
heart without definite evidence of pneumonia 
or any other process in the lungs. 

Dr. Tracy B. Mauiory: The clinical diagno- 
sis was luetic aortitis. 

Dr. Houmes: They did not make it on the 
x-ray examination. 

Dr. Fremont-SmitH: How often can we ex- 
pect to get luetie aortitis without a positive Hin- 
ton? 

Dr. Matitory: We find that every now and 
then, about one case in ten perhaps. I think 
we do not find anything like that percentage at 
the age of seventy, however. That is a strong 
argument against it here. 


Rheumatic heart disease ; aortic regurgitation. 
Arteriosclerosis, marked. 


Vascular —— ; perhaps some glomerular 
Cystitis? 


ANATOMIC DIAGNOSES 


Arteriosclerosis. 

Hypertensive heart disease. 

Dilatation of the aorta; relative insufficiency 
of the aortic valve. 

Acute bacterial 

Pericarditis. 

Pneumonia. 

Glomerular nephritis, embolic. 

Emboli in the spleen. 


PatHo.toaic Discussion 


Dr. MalLonr: He had a very peculiar aorta. 
The ascending portion up to the point of the 
arch was tremendously dilated. The usual meas- 
urement of the circumference of the aorta at that 
point is 7 or 8 centimeters. This was practical- 
ly 15 centimeters, about double the usual size. 
The intima was perfectly smooth. There was 
no suggestion whatever of luetic scarring. 
Microscopically I think we can rule that out 
completely. The dilated portion of the aorta 
showed only a certain amount of fibrosis. In 
gross it was almost completely devoid of elas- 
ticity. Microscopically however it shows a nor- 
mal amount of what we call histologically elastic 
tissue. I think we can assume that elastic tis- 
sue may not always be elastic. I regard this 
as an extreme degree of the senile dilatation of 
the aorta that one commonly sees in lesser de- 
grees. I should regard the aortic 
tion as secondary to this dilatation of the aorta 
and the aortic ring. 


One other finding was a complete surprise, 
though possibly one could have made a guess 
at it. That was an acute bacterial endocarditis 
on both the aortic and mitral valves, and the 
embolic type of glomerular nephritis which 
commonly goes with that. That would be one 
way in which we could connect the kidney with 
the heart findings. There were other evidences 
of emboli, in the spleen for instance, as is com- 
mon in bacterial endocarditis. 

There was some degree of pneumonia, though 
not very marked. 

The bladder showed very numerous petechial 


itis. 


A Srupent: Can you have a small amount DR. FREMONT-SMITH’S DIAGNOSES 
of hemorrhage with glomerular nephritis? 

Dr. Fremont-SmitH: With acute glomerular 

A Stupent: Can you have leukocytosis in 
uremic coma as you do in diabetes? 
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hemorrhages in the mucosa. I think they ac-|looking pancreases. Degeneration of the islands, 
count for the gross blood found in the urine. which is supposed to be found in cases of dia- 


Dr. Fremont-SmitH: Is that the result, do 
you think, of the bacterial endocarditis? 


Dr. Malzonr: I have seen it in bacterial en- Enosis 
docarditis; I do not know whether it is caused | been treated 


by it or not. 


Dr. Fremont-Smitu: Did the pancreas show | nosis. 


anything ? 

Dr. No. 

Dr. Fremont-SmitH: Can you make a path- 
ologie diagnosis of diabetes? 

Dr. Malronr: Not from the pancreas. Four 
out of five of our cases of diabetes have normal 


betes, we have found oftener in cases with 
diabetes than in those with it. A histologic 
is of diabetes can be made only from the 


muadney provided the case has no 
with insulin. If it has been treated 
we are out of luck; we cannot make the diag- 
Dr. Houtmes: Did he have a very large heart? 
Dr. MalLonr: Extremely large; it weighed 
700 grams. 
* FREMONT-SmITH: Was there pericardi- 
tis 
Dr. Tes. 
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THE PROBLEM BEFORE THE MEDICAL 
PROFESSION WITH RESPECT TO THE 
CHIROPRACTIC MOVEMENT 


THE present situation is that the Chiropractic | Ta 


Bill has been rejected in the House by a vote 
of 151 to 50 and in the Senate in concurrence 
with the action of the House by a vote of 21 
against and 13 in favor. This shows that, up 
to the present time, the representatives of the 
people are not favorable to the endorsement of 
chiropractic. The attitude of the electorate 
will be determined at the polls next November 
when the referendum will be acted upon, so that 
the attitude of the Legislature may be regarded 
as an initial skirmish in the contest with refer- 
ence to this attempt to secure recognition in 
Massachusetts by the chiropractors. The 
strength of the opposition to the movement lies 
in the fact that there has been accomplished a 
certain degree of unanimity in the medical pro- 
fession as to the importance of the subject un- 
der consideration. This sentiment, in turn, 
permeates the people to the extent of the doc- 


tors’ influence, but there is a very large un- 
known element throughout the State which may 
be responsive to any attempt to secure a suffi- 
cient vote to put this matter on the statute 
books. This brings again to the attention of 
the profession its responsibility in maintaining 
a concerted and intensive attack on the whole 
movement and means that the greater contest 
still remains to be fought. The success depends 
entirely on the power of the medical profession 
to intrench itself in the confidence of the peo- 
ple. A very considerable amount of time must 
be expended by those who are competent to go 
about the State and interest the various dis- 
trict societies. This seems to be one of the 
essential features of the campaign. 

We would like to suggest in all fairness to the 
Committee on State and National Legislation 
that this subject should be discussed at every 
meeting of the district societies, from now until 
November, and that committees be asked to con- 
duct a campaign of instruction and report 
progress from time to time. The mere fact that 
100,000 people were reported to have endorsed 
the chiropractic movement shows that it may be 

to influence people to cast their votes in 
favor of it. This endorsement, of course, we con- 
sider not as based on an understanding of the 
merits or demerits of the question, but rather 
the response which often follows a request for 
names on a petition. 

It will be very much more difficult to unite 
the intelligent electorate in opposition to a move- 
ment of this kind than to arouse a certain 
amount of interest in anything which promises 
a change under the guise of possible benefits to 
the people. This makes it perfectly apparent 
that the responsibility is of magnitude and suc- 
cess will depend entirely on the enthusiastic 
and effective concurrence in the work of the 
legislative committees in dealing with the pub- 
licity program which will have to be inaugu- 

ted 


In another column* there is recorded a list of 
the names of the legislators who voted for and 
also those recorded in opposition to the chiro- 
practic bill. This seems advisable so that there 
shall be on record before the medical profession 
the names of those who may be counted upon as 
codperative and the appreciation of the influ- 
ence which may be exerted by the opponents 
realized. 

There is one singular defect in the movement 
at the present time in that the committee of 
the State Legislature, having the consideration 
of this bill in charge, filed three reports dis- 
senting from the majority report of the com- 
mittee which was adverse to the bill. The mere 
fact that there could be three dissenting reports 
shows that there is not unanimity of opinion. 
This reflects the attitude of chiropractic 
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throughout the country, as shown by seri- 
ous divisions in the policies and plans of the 
national chiropractic organization. This sub- 
ject, of course, will be discussed from time to 
time as matters of interest come to the surface 
relating to it. 


SUFFOLK DISTRICT MEDICAL SOCIETY 
ANNUAL MEETING 


THE program of the annual meeting of the 
Suffolk District Society, published on page 873, 
indicates the direction in which our minds are 
turning today. We are forced more and more 
to direct our attention to the relationship be- 
tween Medicine and Society, some of the prob- 
lems of which will be discussed on the evening 
of April 27. The meeting is of the Suffolk Dis- 
trict Society, but all members of the parent so- 
ciety should be interested, and are cordially in- 
vited to be present. 


THIS WEEK’S ISSUE 
rs: 


Hupson, Henry W. Jr. M.D. Harvard Uni- 
versity Medical School 1925. Assistant Sur- 
geon, Children’s Hospital, Cambridge Hospital 
and Milton Hospital. Assistant in Surgery, 
Harvard Medical School. Surgeon to New ** 
land Home for Little Wanderers. Address: 
Commonwealth Avenue, Boston. . 
with him is 

Kopuix, Lewis Henry. B. S., M.D. Western 
Reserve University School of Medicine 1928. 
House Officer in Bacteriology and Pathology, 
Children’s Hospital 1928-1929. Resident Path- 
ologist, Children’s Hospital and Instructor in 
Pathology, Harvard Medical School 1930. Resi- 
dent Physician, Willard Parker Hospital, New 
York City 1930. Medical House Officer, Chil- 
dren’s Hospital 1931-. Address: 300 Long- 
wood Avenue, Boston. Their subject is Meckel’s 
Diverticulum in Children: A Clinical and 
Pathological Study. Page 827. 


Puanevur, Louis E. Phm.D., Ph. C., M.D. 
Tufts College Medieal School 1913. F. A. C. 8. 
Professor of Gynecology, Tufts College Medical 
School. Chief of Service, Gynecological and Ob- 
stetrical Department, Carney Hospital. Obstet- 
rician-in-Chief, Malden Hospital. _Surgeon, 
Gynecological Department, Boston 
Consulting Gynecologist, Beth Israel Hospital, 
Boston; Leonard Morse Hospital, Natick; Hen- 
rietta D. Goodall Hospital, Sanford, Maine. 
Consulting Gynecologist and Obstetrician, Fall 
River General Hospital and St. Anne’s Hospi- 


tal, Fall River, Mass. His subject is Cancer, 


of the Cervix in Nulliparous Women. Report 
of Three Cases. Page 840. Address: 270 Com- 
monwealth Avenue, Boston. 


Wrixinson, S. Auten. A. B., M.D. University 
of Pennsylvania 1925. Assistant in Gastro- 
enterology, Graduate School, University of 
Pennsylvania 1926-1929. Member t 
of Gastroenterology, Lahey Clinic. His subject 
is Biliary Drainage as a Diagnostic Agent. 
Page 843. Address: 605 Commonwealth Ave- 
nue, Boston. 


Tow.e, Harvey P. A.B., M. 
versity Medical School 1892. Consultant, 
Massachusetts General Hospital, Robert Breck 
Brigham Hospital and State Infirmary. Ad- 
dress: 453 Marlborough Street, Boston. As- 
sociated with him is 


ment of Dermatology and Syphilology, Massa- 
chusetts Memorial Hospitals. Instructor in 
Dermatology and Syphilology, Boston Univer- 
Medical Address 483 Beacon 

treet, Boston. eir subject is Progress in 
Dermatology. Page 845. 


— 
The Massachusetts Medical Society 
THE COMMITTEE ON ETHICS AND DIS- 


CIPLINE REPLIES TO DR. RUSH- 
MORE’S LETTER 


To the Editor: 
New England Journal of Medicine. 
Dear Sir: 

Dr. Rushmore’s letter in the Journal of April 
7, 1932 commenting on my explanation on be- 
half of the Committee on Ethics and Discipline 
of its attitude on a proposed revision of the 
Medical Practice Act refers to the ‘‘confusion’’ 
and ‘‘infelicitous choice of words’’ which I dis- 
played. This is a source of chagrin to me be- 
cause I tried to present clearly the very sim- 
ple issues involved. I suppose I may seek what 
comfort is to be found in the opinion of Mr. 
Robert G. Dodge, legal counsel for the Society 
and President of the Boston Bar 
to whom I submitted the statement before pub- 
lication, that it was very well expressed. We 


all may hope that Dr. C 


editorial in the same number of the Journal will 
contribute by their lucidity to an understand- 
ing of the issues involved. 

What perplexes the Committee on Ethics and 


chusetts, in case of revocation of his license by 
the State Board, should have, on appeal, the 
sabes to a trial before the Supreme Court of 

Massachusetts,—a right which is now denied by 
law, though it is enjoyed by the lawyer when 
his disbarment is threatened, as well as by all 
other citizens who have been estopped by pub- 
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part of the Editor of the New England Medical 
Journal and the Secretary of the State Board 
of Registration that every physician of Massa- 


Davip 


CHEEVER, 
Chairman, Committee on Ethics and 


Discipline, Massachusetts Medical Society. 
MASSACHUSETTS LEGISLATIVE 
NOTES 


Tne Recorp or Vores For anp AGAINsT 
tHE BILL 


The Senate 
Yeas 

Messrs. Messrs. 
Allen, Chester W. Moyse, George G. 
Bray, Albert C. Nicholson, Donald W. 
Crockett, Elbert M. Nutting, Edward H. 
Goodwin, Angier L. Plunkett, Theodore R. 

„Cornelius F. Shanahan, William F. 
Judd, Frederick E. Woolfenden L. Theodore. 
Mackay, John D. 

Nars 

Messrs. Messrs. 
Bell, Malcolm L. Keith, Roger 
Brodbine, Conde Monahan, Joseph W. 
Buckley, John P. Parkman, Henry, Jr. 
Conroy, William 8. Scanlan, James C. 
Cotton, Joseph R. Stevens, Charles A. 
Davis, J. Bradford Twohig, James J. 
Finnegan, Joseph Ulin, Max 
Fish, Erland F. Ward, Michael J. 
Hollis, Arthur W. Warren, Charles C. 


Clark, Francis P. 


The House 


Knowles, John Q. 
Marcella, Felix A. 
Markley, Philip M. 


Otis, Ralph E. 
Pfeiffer, Louis 
Rolander, Victor E. 
Rolfe, Joseph D. 
Rushton, Samuel 
Sandberg, Edward J. 
Sawyer, Roland D. 
Scott, Frank O. 
Sessions, William J. 
Shaylor, Charles H. 
Sisson, Harry D. 


O’Connor, Daniel J., Jr. 


Fitzgerald, Peter J. 


Hansen, Arthur A. 
Hathaway, Louis E. 
Healy, Jeremiah J. 
Hennigan, James W. 
Herter, Christian A. 
Hickey, William P. 
Higgins, John P. 
Holden, Charles 8. 


Lyons, John P. 
Macauley, Harold W. 
MacLean, Frank E. 
Madden, William F. 
Mahoney, John V. 
Malloy, Thomas F. 
Martel, Paul G. 
McCarthy, Dennis F. 
McCarthy, William H. 
McCulloch, Elmer L. 
McDonough, Timothy J. 
McFarland, Frank J. 
McLellan, Owen D. 
McLeod, George 
McMenimen, George C. 
McNulty, Anthony A. 
Meehan, James P. 
Melley, William H. 
Mohr, Harry C. 
Moriarty, Daniel F. 
Nestor, Patrick F. 
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lie authority from the pursuit of happiness | Sparrell, Ernest H. Ward, Ira C. 
guaranteed by the Constitution. Squires, Arthur T. Webber, Harold B. 
Yours very truly, Standish, Lemuel W. Whalen, John J. 
Swain, William T. Woekel, Carl A. 
Underwood, George M. Youngman, Arthur L. 
Urquhart, Herbert W. Zack, Michael 
Nars 
— Achin, Henry, Jr. 
— 
Ames, Charles W. 
Anderson, George P. 
Babcock, Josiah, Jr. 
Baker, William B. 
Barnet, Philip 
Barrows, Mary Livermore 
Bateman, Thomas R. Hurley, John Edward 
Bentley, James D. Ingalls, Alfred W. 
Bigelow, Albert F. {rwin, John J. 
Birmingham, Leo M. Irzyk, Felix 
Brigham, Emma E. Jewett, Victor Francis 
Brown, Harry Dunlap Johnston, Richard E. 
Burgess, Arthur I. Jones, John A. 
Burgess, John K. Jordan, Michael H. 
Burnham, Albert H. Kearney, Francis 
Butler, Fred L. Keating, William H. 
Cahill, Horace T. Kelley, Charles A. 
Carroll, Thomas F. Kelley, Edward J. 
Casey, William Kelley, Francis J. 
Cavanagh, Charles T. Kendall, James E. 
Cawley, Edward M. Kennedy, Thomas 8. 
Chase, Cheste: W. Kimball, John V. 
Clarkson, Frank Lamoureux, Wilfrid J. 
Holmes, Newland H. Wragg, Samuel H. Comerford, John T. Lane, Elmer E. 
Johnston, Thomas H. Concannon, John J. Lane, Thomas J. 
* Messrs. Coughlin, Frank B. Lee, Robert V. 
Hurley, Frank Nelson, George H. Cronin, Timothy J. Levins, Marcus J. 
Moran, James G. Warren, James E. Crosby, Nelson B. Leyden, Joseph W. 
Crowley, John J. Logan, Joseph A. 
sae” a nays; 5 absent or not votin Day, Harry K Luitwieler, Clarence 8. 
— DesChenes, Louis N. M. 
1 Dever, Paul A. 
Yeas Dewar, Burt 
Bessette, Alfred M. Higgins, William A. Dolan, William C. 
Bowser, Frederick H., Jr. Holmes, John Doyle, Anthony R. 
Brown, William A. Kirkpatrick, William E. Duffie, Harold R. 
Bruce, Charles Duncan, Norman L. 
— W. Durgin, Eugene v. 
Cahill, Jerome J. Erickson, Sven A. 
Chevalier, Charles D. en | Estabrook, Archibald M. 
FP Estabrook, Henry A. 
Clark, James W. — 
Cole, Harold E. Ford, John 
Day, Daniel P. Gallagher, Owen A. 
Dean, Ernest J. Ganley, Arthur F. 
Downey, Joseph H. Gilman, George A. 
Doyle, William H. Giroux, Eugene H. 
Findeisen, Bruno M. Goguen, J. Henry 
Forward, Winfred F. Goulart, Arthur 
Garofano, Tony A. Grossman, Joseph B. 
Halliwell, John Hamilton, Ralph N. 


O’Brien, Frank D. 
O'Brien, Michael T. 
O'Neill, John T. 
Pehrsson, Herman 
Perry. Francis H. 
Petersen, Tycho M. 
Porter, Herbert W. 
Potter, Albert L. 
Pratt, C. F. Nelson 
Prendergast, William P. 
Reardon, John J. 


Stacy, Richard H. 
Staves, Edward W. 
Sullivan, Lewis R., Jr. 


Theberge, Joseph E. 
Thomas, William F., Jr. 
Thomas, William R. 
Thompson, Rupert C. 
Tinker, George H. 
Tuttle, J. Walton 


Reed, Josiah B. Wadsworth, Eliot 
Royce, Elmer G. Warner, Andrew C. 
Sauter, John Washburn, Kendrick H. 
Shaughnessy, Herbert P. Webster, Louis A. 
Sherman, Philip Welsh, Patrick J. 
Sims, Leslie W. Wheelright, Ralph 


Whipple, Frank L. 
White, Ernest A. 
White, Joseph C. 
Williams, Sydney M. 


50 yeas; 151 nays 
— 


MISCELLANY 


A RADIO MESSAGE PREPARED AND SPON- 
SORED BY THE COMMITTEE ON PUBLIC ED- 
UCATION OF THE MASSACHUSETTS MEDICAL 
SOCIETY FOR THE DEPARTMENT OF PUBLIC 
HEALTH 


i 
8 
8 
2 
f 


mental peculiarities which are 
crippled. The child with a physical 
deprived of many natural human contacts, 
those gained in competitive sports 
games. He is unable to do what other 
do and since he leads an abnormal life he is 
to develop an abnormal reaction to the 


may affect the whole life of the individual; 
I will discuss how they may be avoided by intel- 
ligent and understanding parents. 

The first case is that of a young girl who 
always been healthy, active and sociable until 
had infantile paralysis which left her with a 
withered arm. The rest of her body was not af- 
fected, and since her illness she has learne 1 
almost everything with one hand. So, from 
purely physical point of view, she is really 


: March 3, 1932. 


*Broadcast 
Time: 4:50 P.M. 


parents that he should now be allowed to get up 


The parents were intelligent people, but they 
were overanxious and made no attempt to hide from 
the boy the fact that they were always watching 


curious fact that if we count our own 
or feel our own pulse beat, both of them are 
to speed up a little for a few 
if we are worried about them. found 
that he was breathing fast and his pulse was rapid 
every time he counted them after the slightest exer- 
tion. Of course, he had a terrible fear of overexer- 
tion and he did not know that fear alone could speed 
up his breathing and his pulse. The result was that, 


tors have repeatedly told his parents that his 
was stronger and that he should be 
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of her friends. Instead she spends her time alone, 
ee brooding over her misfortune. 
Her mother has made the mistake of protecting 
Swan, Clyde H. her too much from outside contacts and instead of 
Teele, Frank A. urging her to go out and see her friends has en- 
couraged her to stay at home and help with the 
housework. This was not selfish on the mother’s 
part, but was done with the best intentions. She 
was thinking only of her daughter’s happiness at 
the moment and did not look far enough ahead to 
see what the result of such isolation would be. 
This has gone on for several years and the girl 
is now unwilling to see anyone outside her family 
and is daily becoming more moody and depressed. 
The second case I shall tell you about is that 
of a boy who some years ago had rheumatic 
fever which left him with a damaged heart. He 
Slowey, Charles H. was kept in bed at complete rest for several months 
Smith, B. Farnham in order to give his heart the best possible chance 
Snow, Dexter A. to regain its strength. At the end of that time 
— ‘hae 17 his heart was much better and the doctor told his 
222 
r and gradually resume activity, but that every time 
he did too much there was danger of increasing the 
damage to his heart. The doctor said that he must 
’ a be carefully watched to see that he never got out 
— — of breath as this was the best indication of over- 
him. Every time he went upstairs, or walked a few 
THE PsYCHOLOGY OF THE CRIPPLED CHILD* steps, or lifted something heavy, one of them would 
While great advances have been made in recent | stop him, ask him if he were out of breath, and feel 
years in the correction of the physical defects of | his pulse to make sure that it was not rapid. As 
crippled children, perhaps not enough attention has | time went on and the boy grew old enough to un- 
psychologic or | derstand what these interruptions meant, this con- 
being | stant supervision and obvious anxiety of his parents 
ity is | began to have their effect on his nerves. He kept 
ch as] feeling his own pulse and hardly moved without 
ildish | counting the number of times he breathed per 
ildren | minute. 
liable Now one of the many functions of the nervous 
blems | system is to act as the speed regulator of both the 
of existence. I will give you two examples of how] heart and the breathing apparatus, and it is a 
abnormal reactions of this kind may develop and ee 
as time went on, he did less and less and became 
more and more apprehensive until now at the age of 
slightly handicapped by her paralysis. The chief | fifteen years he does practically nothing but sit in a 
difficulty is that she is so painfully conscious of her | chair all day, feeling his pulse every time he moves 
deformity that she refuses to go to school or to] and is in constant dread of doing too much and 
any public place and does not even want to see any | thereby increasing the damage to his heart. The doc- 
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as a matter of fact, has almost entirely regained 
its strength, but the psychologic effect of too much 
watching has made him a chair-ridden invalid. 

These two cases in which the psychologic factors 
were totally disregarded serve to illustrate the 
pathos of the end result and to indicate some of 
the dangers to be avoided. The problem of how to 
prevent the development of such psychologic 
peculiarities is one that must be dealt with pri- 
marily by the parents, but they themselves must 
have a thorough understanding of it and should, 
therefore, work under the supervision of a physi- 
cian who fully comprehends the whole situation and 
can advise them from time to time. It is not a com- 
plex psychologic problem and the knowledge re- 
quired to deal with it consists of 90% common 
sense and 10% ability to recognize the beginning 
of abnormal reactions. But it is a problem that 
must be dealt with early and continuously through- 
out childhood and adolescence. 

We have already seen that too much sympa- 
thy and too much shielding may make the child 
more abnormal psychologically than physically. 
On the other hand, it is not safe to leave the child 
to work out his own salvation unaided. The intel- 
ligent parent who understands the problem will be 
able to recognize abnormal tendencies which if dealt 
with early can be overcome before they take root 
in the child’s mind. Naturally the treatment must 
vary with the individual case, but perhaps the most 
important general principle is to make the child 
realize as early as possible that he has a physical 
handicap which will limit his activities to a certain 
extent throughout life, because the sooner he faces 
that fact and tries to make the best of it, the soon- 
er he will begin to adapt his aims and ideals to a 
life consistent with his physical limitations. The 
parents should, of course, be sympathetic but they 
should guard against any tendencies toward self- 
pity on the part of the child. They should see that 
the child does not undertake things which may 
do him physical harm, but they should look for 
signs of timidity and particularly the quite natural 
inclination to shirk distasteful things and use the 
physical disability as an excuse. If there are 
other children in the family, it is most important 
that the parents do not play favorites and the 
crippled child must be made to see clearly that 
he has an equal chance with the others but no 
greater chance. 

In closing there are certain points which I should 
like to emphasize. The psychologic treatment of 
the crippled child is quite as important as the phys- 
ical. The problem is one that should be dealt with 
primarily by the parents, but should be under the 
supervision of an understanding physician. Com- 
mon sense is far more important than psychologic 
knowledge in the handling of such cases. And, 
finally, treatment should begin as early as possi- 


ble and be continued throughout childhood and 
adolescence. 

Appreciation of the importance of this whole 
problem and careful attention to the details of its 
treatment may save your child a lifetime of unhap- 
piness and mental anguish. 


TESTIMONIAL DINNER TO DR. FRANK A. 
HUBBARD 


Dr. Frank A. Hubbard, of Taunton, for more 
than fifty-two years a practicing physician of that 
city, was tendered a testimonial dinner at the Hotel 
Taunton on April 6, on the occasion of his eightieth 
birthday. A silver pitcher and tray were presented 
to Dr. Hubbard by William H. Reed, editor of the 
Taunton Gazette. Dr. Arthur R. Crandell of Taun- 
ton presided, a number of Boston and local physi- 
cians being present. The speakers of the evening 
were Hon. Andrew J. McGraw, mayor of Taunton, 
Dr. William M. Conant, Dr. Charles G. Mixter, Dr. 
Philemon E. Truesdale, Dr. Ralph C. Larrabee, Dr. 
Z. B. Adams, Dr. John W. Bartol and William H. 
Reed. 

Dr. Hubbard, who was graduated from Harvard 
University in 1873, was the first president of the 
Taunton Doctor’s Club in 1897. He has been a 
member of the staff and a trustee of the Morton 
Hospital for many years, and a member of the 
Taunton School Committee, serving as chairman 
of the High School Committee. 


RECENT BIRTHDAY OF DR. WILLIAM H. WELCH 


The medical profession throughout the country 
will be interested in the fact that the birthday of 
Dr. William H. Welch had special significance this 
year since it is the fiftieth anniversary of the an- 
nouncement of the discovery by Koch of the tuber- 
cle bacillus. 

Dr. Welch, a graduate of Breslau in 1876, was 
present at the demonstration by Dr. Koch of his first 
discoveries. Later he became a pupil of Koch and 
brought the “new bacteriology” to America to the 
Johns Hopkins University. This was the beginning 
of modern pathology in the United States. 

The success of Dr. Welch's teaching has been re- 
garded as evidence of his fundamental versatility. 
His name has been associated with the great ad- 
vances of medicine in the last fifty years. 


MORTALITY RATES 


Telegraphic returns from 84 cities with a total 
population of thirty-six million for the week ending 
April 2, indicate a mortality rate of 13.5 as against 
a rate of 13.0 for the corresponding week of last 
year. The highest rate (28.2) appears fer Trenton, 
N. J., and the lowest (6.3) for Akron, Ohio, and 
Yonkers, N. Y. The highest infant mortality rate 
(20.0) appears for Paterson, N. J., and the lowest 
for Evansville, Ind., Long Beach, Calif., Oklahoma 
City, Okla., San Diego, Calif., South Bend, Ind., and 


— 
instead of less, but the boy’s nerves have become 
so shattered by the years of fear that no one can 
persuade him to increase his activity. His heart, 
J. 
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Yonkers, N. Y., which reported no infant mortality. 
The annual rate for 84 cities is 12.7 for the 

thirteen weeks of 1932, as against a rate of 14.0 for 

the corresponding period of the previous year. 


HONOR CONFERRED ON THE RIGHT HON. 
LORD DAWSON OF PENN AND SIR HENRY 
WELLCOME 
The British Medical Journal, London, contains 

the announcement that at a meeting of the Council 

of the Royal College of Surgeons of England, Lord 

Moynihan, President, in the chair, The Right Hon. 

Lord Dawson of Penn, P.C., G. C., V. O., K. C. B. 

K. C. M. G., Physician to His Majesty the King, and 

President of the Royal College of Physicians of Lon- 

don, and Sir Henry Wellcome, LL.D., F.S.A., founder 

of The Wellcome Research Institution, were elected 

Honorary Fellows of the Royal College of Surgeons. 
The Royal College of Surgeons of England is one 

of the most exclusive scientific bodies in England, 

and the bestowal of this honor on Sir Henry Well- 
come is very exceptional in that aside from members 
of the Royal Family, Sir Henry is the second person 
not holding a medical degree upon whom this rare 
distinction has been conferred, the first and only 
other recipient being the famous Field Marshal, 

Lord Roberts of Kandahar. 

Sir Henry Wellcome is of American birth and is 
well known for his world-wide scientific work and. 


toum on the Upper Nile Regions of the Sudan, Africa. 
He is also a Director of the Gorgas Memorial Insti- 
tute, Washington, D. C., with its Tropical Research 
Laboratories at Panama. 

— —— 


CORRESPONDENCE 


HEALTH INSURANCE 


American Dental Association 
212 East Superior Street 
Chicago 
April 11, 1932. 
Editor, New England Journal of Medicine, 

A dentist from New York and a physician from 
California recently wrote our Committee for infor- 
mation about health insurance systems that would 
enable the professions to develop a policy that would 
protect the interests of both practitioner and patient 
in the event compulsory health insurance laws are 
enacted. I am informed there are two such bills 
to be proposed to the New York legislature and that 
similar bills are up for consideration in California 
and Massachusetts. 

That various states will adopt some form of health 
insurance seems almost certain. The question is, 
who will guide the hand that writes the laws— 


It was the early recognition of this fact that led 


the American Dental Association Committee on the 


ducted a field study of insurance in action 
countries in Europe. 

Their report reveals the errors and pitfalls of the 
various insurance systems and points out what the 


health insurance comes up for consideration. 
The book is being published by the University of 
Chicago Press under the title, “The Way of Health 


Insurance.” 
Sincerely yours, 
Hersert E. PHILLIPS. 


DIPHTHERIA IMMUNIZATION 


The Commonwealth of Massachusetts 
Department of Public Health 
State House, Boston 


April 13, 1932. 


Editor, New England Journal of Medicine, 


Enclosed is a card“ recommending that parents 
take up with their physician the question of diph- 
theria immunization. We are sending these to all 
the boards of health in the State hoping that they 
may be interested in sending such a card regularly 
to all parents during the last part of the first year 
of the child’s life. We hope that the response by 
boards of health will be quite general. In view of 
the fact that our death rate from diphtheria last 
year was three times that of Connecticut it would 
appear that there was plenty still for us to do. 

Yours truly, 
Georce H. Bicetow, M. D., 
Commissioner of Public Health. 


*THE COMMONWEALTH OF MASSACHUSETTS 
Department of Public Health 
Diphtheria Can Be Prevented 

The ideal time to protect a child against diphtheria 
is between the ages of six months and one year. 
Our records show that your baby is now over six 
months old. We therefore urge you to take this 
matter up with your family physician at your earliest 
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Study of Dental Practice to undertake an investiga- 
tion of European health insurance systems so that 
the physicians and dentists of this country might be 
informed as to how insurance actually works, and 
— how it affects practitioners as well as patients. The 
investigation has been under way for two years, 
and a complete report will be ready for distribution 
about the middle of April. 

The study was made by Mr. A. M. Simons and 
Dr. Nathan Sinai, with funds contributed by the 
American College of Dentists. In addition to col- 
lecting the most extensive data that has ever been 
compiled on the professional phase of this subject 
from the libraries of Europe and America, they con- 
professions of European countries have condemned | 
and what they have endorsed. 

The Committee feels that the information contained 
in this study will enable dentists and physicians 
to formulate a policy to protect the interests of both 
practitioners and patients if or when compulsory 

extensive pioneer researches in connection with ˖̃ 
tropical diseases, including the founding of The . 
Wellcome Tropical Research Laboratories at Khar- _T_a_— 
ö insurance companies, welfare groups, industrialists, 
or the medical professions? 


has the disapproval of the practicing physicians of 


1570 
F 
8 


it 


who are drawing high salaries as nurses, 
diverted to our Institutions, where on ac- 


I will say that the activities of the Baby Hygiene 
do not interfere with my practice. Some years ago 
a patient of mine brought her child to one of these 
Clinics and came home with a personal card from 


THE EDWARD K. DUNHAM LECTURES 


Invitations have been circulated for the two lec- 
tures to be given Tuesday, May 3, “A Classification 
of the Diseases of Lipoid Metabolism and Gaucher's 
Disease” and Thursday, May 5, Niemans-Pick's 
Disease and Other Forms of So-called Xanthoma- 
tosis,” five o’clock at the Harvard Medical 


THE EDWARD K. DUNHAM LECTURESHIP 


In 1923 there was founded in memory of Dr. Ed- 
ward K. Dunham (M.D., Harvard, 1886), the Edward 


How Are Your Arteries? 


Volume 306 EDITORIAL DEPARTMENT 871 
Number 16 
opportunity. Every case of diphtheria is unneces- NOTICES 
sary and could be avoided by immunization. — 
and 
Massachusetts Department of Public Health. 
I have immunized against diph- 
theria. Please bring this child back in six months 
for a Schick test. 
6 | School Amphitheater, Building C, by Ludwig Pick, 
Date: 193 . M. D., Professor of Pathology, University of Berlin, 
— — Director of the Pathological-anatomical Institute 
A DISAGREEMENT WITH DR. WILINSKY __| Municipal Hospital, Friedrichshain, Berlin. 
| April 11, 1932. rr 
Evidently Dr. Wilinsky has misjudged the purport 
of my letter in the Journal of March 10. K. Dunham Lectureship for the Promotion of the 
I voiced my objection as a “taxpayer” to the | Medical Sciences. Among the useful purposes for 
squandering of the public money in a service that Which the Foundation was established was that of 
, le” | binding closer “the bonds of fellowship and under- 
standing between students and investigators in this 
is to congregate a number of in- | and foreign countries”. The lecturers are chosen 
weekly, strip them, and weigh | from “eminent investigators and teachers in one of 
I can see. the branches of the Medical Sciences, or of the 
int of an experienced physician, | basic Sciences which contribute towards the ad- 
such a procedure was a health | vamce of Medical Science in the broadest sense”. 
a benefit. The lectures, which are given annually, are “free 
his answer to my communication, | and open to the faculty and students of the Har- 
n that the lessened death rate | vard Medical School and College, and all other in- 
to the work of the Baby Hy-|.terested professional persons who may profit by 
them”. 
mtion to page 606, New England ꝶ6ↄ——— —„— 
Journal of Medicine, March 24 issue, on which is the REMOVAL 
report of the American Child Health Association. peter Augustine Consales, M. D., announces the 
According to that report, Boston is credited with the | removal of his office to 481 Beacon Street, Boston. 
highest infant mortality of any large city in Amer- 
4 — tied with Pittsburgh for that doubtful RADIO HEALTH MESSAGES 
An explanation of this condition is surely due April-Mar-JuNE, 1932 
from our well-placed proponents of “State Medi- Sponsored by the Public Education Committee of 
cine.” the Massachusetts Medical Society and the Massachu- 
If the Board of Health is determined to have all | setts Department of Public Health. 
the babies in Boston canvassed for their Clinies, Courtesy WBZ. Tuesdays, 4:20 P.M. 
why would it not be wise to have this work done April 
by the unemployed who are getting support from the ¢ 
City? In this way, women who are trained for nurs- 
ing, and May 
.... | Culture in Schoo! Children 
count of the crowded conditions of these Institu- 10 The Dangers of Being Fat 
tions, nurses are needed. 17 The Deaf Child 
24 Medical Care 
31 Growth and Development 
June 
one of Dr. Wilinsky’s specialists. Since that time 8 — and r 1.— 
my patients have not bothered the Baby Hygiene. Findings 
Hence, my protest is only as a “taxpayer” who 21 Community Public Health 
dislikes to see his share of the taxes, even if small, 28 Communicable Diseases 
diverted to support such nonsense. * 
Very truly, State Ho Broapcast 
CHARLES MALone, M.D. Sponsored by the Massachusetts Department of 
46 St. John Street, Jamaica Plain, Mass. Public Health. 
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Courtesy WEEI. Fridays, 12:30 P.M. 
Health matters of public interest discussed by the 
Division Directors of the Department. 


Rapio HeattH Forum 
Queries from the public are answered under the 
sponsorship of the Department of Public Health. 
Courtesy WEEI. Fridays, 4:50 P.M. 
Questions on Health and Prevention of Disease 
may be sent to Radio Health Forum, State Depart- 
ment of Public Health, State House, Boston. 
— 


REPORTS AND NOTICES 
OF MEETINGS 


THE LYNN MEDICAL FRATERNITY 


The Lynn Medical Fraternity held its regular 
meeting at Hotel Breakers, Lynn Shore Drive, on 
April 14, 1932. After routine business the Society 
listened to an address by Dr. Hjalmar Ostrum who 
spoke upon his experiences as a medical missionary 
over a period of seventeen years in the Belgian 
Congo, illustrated by many lantern slides. 

The evening closed with a supper served in the 


café. 
Wu. T. Horxixs, Reporter. 


A JOINT MEETING OF THE GREATER BOSTON 
MEDICAL SOCIETY AND THE BETH ISRAEL 
HOSPITAL 


A joint meeting of the Greater Boston Medical 
Society and the Beth Israel Hospital was held in 
the Beth Israel Hospital on Tuesday, April 5. Dr. 
Louis J. Ullian presided. 

Dr. E. Libman, Professor of Clinical Medicine, Col- 
lege of Physicians and Surgeons, Columbia Univer- 
sity, spoke on “Coronary Artery Disease and Other 
Causes of So-called Angina Pectoris.” Dr. Libman 
believes that there is no definite clinical entity that 
should be termed angina pectoris but that the name 
should be reserved for those cases of cardiac pain 
for which there is no demonstrable cause. Conse- 
quently the number of cases called angina pectoris 
should steadily decrease as medical knowledge ad- 
vances. 

The extra-cardiac causes of precordial pain are 
many. Inflammatory or arthritic changes in and 
around the shoulder joint and the cervical or thor- 
acic spine are frequently the source of pain which 
is referred to the heart region. It is usually con- 
fined to the upper precordium, however, and seldom 
lodges behind the sternum. In hyposensitive persons 
there is frequently an inverse radiation of the pain 
so that pain originating in the shoulder or spine is 
referred to the precordium and then radiates back to 
its source. The pain then closely simulates that of 
cardiac origin and the differential diagnosis may be 
extremely difficult. Abdominal conditions such as 
chronic appendicitis, cholelithiasis, and renal calculi 
may cause pain which is referred to the precordium 
and may even radiate down the arms. Pain due to 


spasm or distention of the sigmoid flexure 
infrequently confused with cardiac pain as the 


and other metabolic disorders, and various endo- . 
crine dysfunctions may be responsible 
precordial pain. In obscure cases it is 
termine the basal metabolic rate and to 
thyroid substances cautiously as it is 
value in some cases. 

Any type of heart disease may give rise to 
That associated with chronic valvular disease, 


A 


ficult. However, in hyposensitive patients pain may 
be slight or even absent and the diagnosis becomes 
dificult. The chief complaint may then be dypsnea, 
dysphagia, diarrhea, vertigo, or even a chill. The 
patient will show the signs of a coronary accident. 
Fever and leucocytosis are especially valuable find- 
ings. The temperature is usually elevated for two 
days but may remain up for as long as a week and 
in a few cases no febrile response occurs. Leucocy- 
tosis, however, is always present within a few hours. 
This is probably a response to some toxic substance 
formed as a result of necrosis of the cardiac muscle. 
If the leucocytosis persists after four or five days 
it indicates progressive cardiac necrosis and the 
prognosis should be grave. 

Dr. Libman believes that almost every theory ad- 
vanced as a cause of anginal pain is correct in some 
cases. Disease of the vessel wall, vascular dilatation 
behind an occlusion, vascular spasm, and anemia of 
the cardiac muscle may all cause pain. There are 
also cases in which the pain is on a neurogenic basis 
and the exact mechanism is unknown. Because of 
the frequent association of coronary disease with 
arthritis, diabetes, gall stones, gout, eczema, and 
other metabolic disorders, Dr. Libman believes that 
coronary disease may also be a manifestation of a 
metabolic disturbance. In conclusion he emphasized 
the importance of treating the cardiac patient and 
not simply the heart. 

Dr. Samuel Levine discussed the paper. 
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not 

cal radiation and even anxiety may be present. Focal 

N infections, intestinal intoxication, anemia, diabetes 
ee aneurysm, or pericarditis is differentiated from 
˖˖˙ angina pectoris by the diagnosis of the underlying 
condition. Typical angina pectoris, so-called, is most 

— frequently seen in patients with hypertension, diffuse 
ee atheromatous dilatation of the aorta, or coronary 
disease. In addition there is a definite group in 

which there is no demonstrable pathology either dur-. 

ing life or at postmortem. In the coronary group 

there may be sclerosis of the wall with or without 

calcification, narrowing of the orifices of the vessels, 

narrowing of the lumen of the vessels, or throm- 

bosis. Thrombosis does not necessarily depend upon 

sclerosis of the vessel wall for it may occur when 

the changes are marked. Dr. Libman believes that 

— some patients have a tendency to thrombosis, per- 

haps inherited, which he calls thrombophilia. 

always is in patients of normal sensitivity, the diag- 

nosis of acute coronary occlusion should not be dit- 
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ANNUAL MEETING OF THE SUFFOLK DISTRICT 
MEDICAL SOCIETY 
John Ware Hall, Boston Medical Library, 
8 The Fenway 


Wednesday evening, April 27, 1932, at 8:15 P.M. 
1. Election of Officers. 
2. Symposium on the Relation of Legislation and 
Medical Practice. 

1) Doctor, Medical Society, State and Lay- 
men: Codéperation or Chaos? David 
Cheever, M.D. 

What Change in the Medical Practice Act 
Is Most Needed? Stephen Rushmore, 
M.D. 
Current Legislative Problems in Massa- 
chusetts. The Honorable Leverett Sal- 
tonstall, Speaker, House of Representa- 
tives. 
The discussion will be opened by Dr. George Bige- 
low, Dr. Roger Lee, and Dr. C. F. Wilinsky. 
REGINALD Fitz, M. D., Vice-President, 
Letanp S. McKittrick, M.D., Secretary. 


2) 


3) 


SUFFOLK DISTRICT MEDICAL SOCIETY 
Censors’ MEETING 

The Censors will meet for the examination of 
candidates at the Medical Library, No. 8 The Fen- 
way, Thursday, May 5, 1932, at 4:00 o’clock. 

Candidates should make personal application to 
the Secretary, and present their medical diploma at 
least one week before the examination. 

Letanp S. MeKkrrraicx, M. D., Secretary. 
205 Beacon Street, Boston. 


MASSACHUSETTS MEMORIAL HOSPITALS 

The regular monthly meeting of the Staff of the 
Massachusetts Memorial Hospitals will be held in 
the Auditorium of the Evans Memorial on Friday, 
April 29, 1932, at 8 P.M. 

CLINICAL PROGRAM 

Case Presentations: 

1. Pernicious Anemia with Combined Sclerosis. 

2. Two cases of Spinal Cord Lesion. Nathan Gar- 
rick, M.D. 

Lipiodol Injection. Charles Sziklas, M.D. 

Demonstration of the Artificial Larynx. D. F. 
Lynch, M.D., Medical Director New England Tele- 
phone and Telegraph Company. 


MIDDLESEX SOUTH DISTRICT MEDICAL 
SOCIETY 
ANNUAL MEETING 
The Annual Meeting will be held at the Continental 
Hotel, Cambridge, on Thursday, April 28, 1932. 
The program is as follows: 
11:30 A.M. Business Meeting. Election of Of- 
ficers. 
12 Noon. Dinner. 
1:00 P.M. Oration, “Medical Articles in the Lay 
Press.” Speaker: Dr. Paul Gustafson. 


Tickets are not required for the dinner by Fellows 
of the District. 
MENU 
Fruit Cocktail 
Celery Olives 
Assorted Continental Rolls 
Roast Stuffed Weber Duck 
Au Gratin Potatoes String Beans 
Country Club Ice Cream Assorted Cakes 
Coffee 
The Continental Hotel is located at the corner 
of Gardner and Chauncey Streets, near Harvard 
Square. 
Fellows are requested to bring the ballot, to be 
marked at the meeting. 
ALEXANDER A. Levi, M.D., Secretary. 


MASSA SOCIETY OF EXAMINING 


PHYSICIANS 

The Spring Meeting of the Massachusetts Society 
of Examining Physicians will be held at the Copley- 
Plaza Hotel, Wednesday, April 27, 1932. Dinner at 
6:30 P.M. ($2.50 a plate.) Papers at 8:00 P.M. 

Dr. Henry Marble, Boston, Mass.—Volkmann’s 
Contracture.” 

Dr. George V. Foster, Pittsburgh, Pa. End Re- 
sults of 304 Cases of Compound Fracture of the 
Long Bones.” 

Dr. Charles Scudder, Dr. Frederic J. Cotton and 
Dr. Arthur Allen will discuss Dr. Foster's paper; and 
Dr. James Sever and Dr. Harry Solomon will dis- 
cuss Dr. Marble’s paper. 

Members of the medical profession who are in- 
terested are cordially invited to attend this meet- 
ing. Those wishing to attend the dinner will please 
notify the committee not later than April 25, 1932. 

Dr. Wu. A. Bisnop, President, 
144 Commonwealth Avenue, Boston. 
Kenmore 9226. 
Dr. Wu. Pearce Cours, Secretary. 
12 Monmouth Court, Brookline. 
Aspinwall 6132. 
Dr. R. C. Gwin, Treasurer, 
180 St. Paul Street, Brookline. 
Beacon 0673. 


MENTAL HYGIENE CONFERENCE 
GREENFIELD, May 5 

A Conference on Resources of Rural Communi- 
ties for Better Mental Health, sponsered by the 
Western District Advisory Committee, is to be held 
in Greenfield on Thursday, May 5. The morning 
and afternoon sessions of the Conference will be 
held at St. James Parish House. A luncheon and 
dinner meeting, followed by the Annual Meeting of 
the Western District Advisory Committee, will take 
place at the Hotel Weldon. 

The purpose of the Conference is to bring togeth- 
er interested persons in the local communities to 


— — 
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discuss the mental hygiene resources already pres- 
ent and their further development to meet the com- 
munity’s needs. The home, school, and various 
social agencies form the nucleus of any mental hy- 
giene program and the development of their poten- 
tial value should interest all intelligent adults of 


sis League on the morning of Thursday, April 28, at 
the T. W. C. A., Stuart and Clarendon Streets, Bos- 
ton, on “Codperation With Official Health Agencies.” 


the Social Room of the Y. W. C. A. beginning at 
2:00 o' clock. The President's address will be 


for the year 1932-33. 
At three o’clock there will be a special health 


education meeting at which reports will be made on | ter 


the experimental health teaching which the League 
has been developing in the junior and senior high 
schools. 


MASSACHUSETTS PSYCHIATRIC SOCIETY 


THe MASSACHUSETTS DISTRICT OF THE AMERICAN 
PSYCHIATRIC ASSOCIATION 


The next meeting of the gg nee ee Psychiatric 
wili be held at 


SOCIETY MEETINGS 
CONGRESSES AND CONFERENCES 


Autumn — International Pos uate Courses in 
n. See e 1169, issue of December 10. 

April 21— or la Hospital Women and Chil- 

ren. See notice on page 824, issue of April 14. 

April chusetts Society for Social 
See notice on page A 14. 

April 26—Ha Society. See notice on page 
wy — tts Society of Examining Physi- 
use n 

4 1 873. 


e Annual Meeting of the Massachusetts 
r losis See notice elsewhere on this 
20—Massachusetts Soclety. See 
elsewhere on this page 
Aprit 29— Massachusetts Memorial Hospitals. See page 


and Bee pase, e763, Dunham Le 


Menta See 
a 


t 

May 6 and 7— 
767, issue of April 7. 

-18—American Medical Association, New Orleans, 


Hygiene Conference. 


H 
See notice on 1321, issue of December 31. 
October ter- stato Postgraduate 
ae oo. See page 39, issue of Janu- 


DISTRICT MEDICAL SOCIETIES 
North District i Society 


3:30 P.M. 
T Annual Meeting. The Tavern, Clouces- 
ter. Speaker subject to be announced later. Ladies 


Franklin District Medical Society — 


Middiesex East District Medical Society 
May 11 (Unless otherwise announced)—At Woburn. 


Society Boston Psychopathic &—Censors’ Meeting for examina candidates. 
Hospital, 74 Fen wood Road, Boston, Friday evening, | 7255 _Fee tle of Ai 
April 29, 1932, at eight o' elock. candida: applications in the hands of the 
PROGRAM secre eek “prior, to this date. All 
son, Boston 
“Clinical Aspects of Psychoanalysis.” Gregory F. 8. CRUICKSHANK, Secretary. 


Zilboorg, M.D. (by invitation), New York City. 
The following names of applicants for membership 
will be submitted for action: 
Neils L. Anthonisen, M.D., Waverley. 
Daniel J. Fennelly, M.D., Boston. 
Moses R. Kaufman, M.D., eens. 
John P. Powers, M.D., 
Light refreshments will 
A. WARREN STEARNS, M. D., President. 
Morcan B. Honsx INS, M. D., Vice-President. 
WINFRED OVERHOLSER, M. D., Secretary. 


Norfolk South District Medical Society 


a. 6—Annual at 12 


May 5—Censors’ meeting. See page 873. 
Worcester District Medical 


Society 
Wednesday afternoon May Ann 
ERWIN C. Secretary. 


ee N. E. J. of M. 
April 21, 1932 
| 
the community. 

Programs, giving full information as to speakers 
and their topics, can be secured from the office of 
the Society, 3 Joy Street, Boston. 

MASSACHUSETTS TUBERCULOSIS LEAGUE 

ANNUAL MEETING 
873. 
i nd 
will address the Executive Secretaries of the Affill- ee and Clinical 
ated Organizations of the Massachusetts Tuberculo- | , 
X. | 
May 10—American Heart Association. See notice on | 
page issue of — 14. 

This will be the opening session of the Annual page tol, „ „„ 
Meeting Day of the Massachusetts Tuberculosis | Ses page’ 608, Issue of Maren Association. 
League. On account of existing conditions the cus- . — 3 Medical Society, Hotel 
tomary luncheon meeting of the League will be 1 21 -2— Catholic Hospital Association. See page 
omitted this year. July 10° August .be Second Intensive European 

Dr. Frederick T. Lord, President of the League, er A in in rat 6 8 and Obstetrics. 
will preside at the Annual Meeting session and the September — — International Congress of Biliary 
— — 
lowed by reports from Frank Kiernan, Executive 
Secretary of the League, and Miss Jean V. Latimer, 

Educational Secretary. 
ay 11— District 
The Corporation Meeting will include reports Of | medical Society will be held Wednesday, May 11, at 
the Treasurer and Auditor, election of Directors, | Andover Academy, dinner A eye * movies. 
ittee . ALL, Secretary. 
Officers and members of the Executive Comm elie ee. 
— 73 

May 10—Meet at the Weldon, Greenfie t 11 A.M. 
—̃ —— 

Middlesex South District Medical Society 

Norfolk District Medical Society 
Suffolk District Medical Society 


